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In the minds cof many, vaginal hysterec- 
tomy is associated with memories of op- 
erative hemorrhage, urinary or fecal fis- 
tulae, and vaginal herniation. Others re- 
tain thoughts of the application of large 
crushing clamps, to be removed in forty- 
eight hours, and the wound allowed to 
heal by slough and secondary intention. 


Refinements in technic and careful se- 
lection of cases have greatly altered this 
situation, and vaginal hysterectomy is 
definitely the procedure of choice in a 
small percentage of the cases requiring 
hysterectomy. However, it is well to add 
that the performance of this operation re- 
quires greater skill, more thorough knowl- 
edge of pelvic anatomy, and more expe- 
rience than does the average abdominal 
hysterectomy. 


The abdominal operation, for reasons 
of greater exposure, is certainly to be pre- 
ferred in the large majority of cases need- 
ing hysterectomy. However, certain ad- 
vantages to the vaginal approach give 
vaginal hysterectomy a small but distinct 
field of usefulness, which should not be 
denied. 


DISADVANTAGES ASSOCIATED 
WITH VAGINAL HYSTEREC- 
TOMY 


1. Small Operative Field. This is a dis- 
tinct disadvantage. However, it is greatly 
diminished by proper retractors and as- 
sistants. With this preparation, the op- 
erative field is adequate for each step of 
the operative procedure, but the exposure 
must be changed frequently as the opera- 
tion advances. This differs from the ab- 
dominal operation where the actual area 
of operative procedure is small, but the 
exposure of the entire operation is main- 


tained throughout. Therefore, the smaller 
exposure, while a definite disadvantage, 
is not so great as supposed if the opera- 
tion is performed in an orderly manner 
with the assistance of good retraction. 


2. Operative Hemorrhage. In the mod- 
ern operation, hemorrhage from the broad 
ligament is controlled either by primary 
suture ligation or by clamp and ligation. 
If these sutures are cut and the stump of 
the broad ligament allowed to fall back 
into the peritoneal cavity, control of sub- 
sequent possible hemorrhage becomes a 
difficult, rather blind procedure. These 
sutures must be fixed so as not to slip 
and be held, preferably with different 
types of forceps for different parts of the 
broad ligament for purposes of identifica- 
tion. If this is done, even with unexpected 
operative hemorrhage, each broad liga- 
ment stump may easily be exposed in its 
entire length and areas of hemorrhage 
controlled by suture. 


To overcome the dangers of postopera- 
tive hemorrhage, the peritoneum is closed 
above the stumps of the broad ligament, 
with all the possible areas of broad liga- 
ment hemorrhage to be in the vagina. If 
hemorrhage should occur, vaginal packing 
will control it. 


Thus, while hemorrhage in the vaginal 
operation is a greater danger than in the 
abdominal route, these simple tricks of 
technic make it negligible. 


3. Injury to Bladder, Rectum and Ure- 
ters is a dangerous possibility which ex- 
ists in the performance of complete hys- 
terectomy either vaginal or abdominal. 
With as thorough an understanding of the 
vaginal operation as the abdominal, it oc- 
curs no more frequently. Injuries to these 
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structures take place either because of 
their distortion by the pelvic pathology or 
because of hurried and blind attempts to 
control hemorrhage with accidental in- 
jury. Proper selection of cases, thorough 
understanding of the anatomy, and knowl- 
edge of the tricks of technic make such 
injury possible but only rarely as in ab- 
dominal surgery. 

4. Herniation of Vagina Afterward is 
rarely seen with the modern procedure be- 
cause of the following precautions: 


(a) Mobilization of bladder and suture 
of upper part of the broad ligament to 
pubo-cervical fascia and anterior vaginal 
wall beneath bladder, allowing the blad- 
der to be supported in the sling so formed. 


(b) Suture of broad ligament stumps 
together 


(c) Suture of utero-sacral ligaments to- 
gether. 

(d) Colpoperineoplasty to form a pro- 
tective bridge posteriorly. 

5. Disease of Tubes and Ovaries. Path- 
ology of tubes and ovaries is much bet- 
ter handled from the abdominal approach. 
Some enthusiasts even recommend vaginal 
operation for ruptured ectopic pregnan- 
cies. It would seem apparent that this is 
unwise. Simple adnexal disease, encoun- 
tered in vaginal hysterectomy, may be 
easily managed, but it is not the route 
of choice for pathology of the tubes and 
ovaries. 


6. Size of Uterus. There are schemes 
for taking out per vagina uteri, large 
enough to reach the umbilicus, in a piece- 
meal manner. However, the very large 
uterus is a contraindication to vaginal 
hysterectomy unless there is tremendous 
advantage in so doing. 


7. Pelvic Adhesions offer dangers in 
the vaginal approach and should contra- 
indicate choice of this route. With care, 
vaginal hysterectomy may be satisfactor- 
ily performed with dense pelvic adhesions, 
but it is more blind and dangerous than 
the abdominal route and a grave disad- 
vantage. 

8. Co-existence of Other Intra-abdom- 
inal Pathology makes abdominal opera- 
tion preferable, if it is not contra-in- 
dicated. 

THE ADVANTAGES ASSOCIATED 

WITH VAGINAL HYSTEREC- 
TOMY 


1. Less Shock and Less Anesthesia. 
There is surprisingly little operative re- 


action from vaginal hysterectomy, par- 
ticularly as compared with the abdominal 
operation. If general anesthesia is used 
only a very small amount is employed, as 
muscular relaxation is unnecessary. Lo- 
cal infiltration with novocaine offers ex- 
cellent anesthesia for vaginal hysterec- 
tomy, and can be used where general an- 
esthetic is not indicated. 


These three things, less operative shock, 
reduced general anesthetic and satisfac- 
tory local infiltration novocaine anesthe- 
sia, are the greatest advantages of vaginal 
hysterectomy over the abdominal route. 
It makes this procedure desirable in the 
poor surgical risk, and in older and weak- 
er patients, where abdominal operation 
would be a hazardous procedure. How- 
ever, it must be pointed out that with 
modern aids, such as transfusion, many 
poor surgical risks may be greatly im- 
proved by proper preoperative prepara- 
tion. Vaginal hysterectomy, nor any oth- 
er operative procedure, is a substitute for 
as adequate preparation as possible. 


2. Ideal Operation in Complete Pro- 
lapse, because it allows easy access to the 
structures which need repair. The blad- 
der is supported in a sling made by the 
broad ligaments, the stumps of the broad 
ligaments sutured together, the utero-sac- 
ral ligaments approximated and a high 
colpoperineoplasty done. 


This advantage is especially true in the 
small senile type uterus with greatly 
elongated prolapsed cervix. 

3. Shorter Morbidity and earlier return 
to normal life makes it desirable. 

4. Avoidance of Disagreeable Symp- 
toms of the Abdominal Operation is ad- 
vantageous. The patients after vaginal 
hysterectomy have little postoperative dis- 
comfort, usually no more than after sim- 
ple perineorrhaphy. 

5. No Abdominal Scar and Few If Any 
Peritoneal Adhesions make this procedure 
desirable. 

6. No Contamination Peritoneal Cavity 
by Carrying the Cervie Across It. While 
this is given as an advantage, it is our 
opinion that complete abdominal hysterec- 
tomy, carefully performed, will avoid such 
contamination. 

THE INDICATIONS FOR VAGINAL 
HYSTERECTOMY may vary with expe- 
rience and technical skill of the operator, 
but the following conditions must be con- 
sidered : 

1. Uterine Prolapse. None of the con- 
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traindications existing, vagina! hyterecto- 
my is particularly adaptable in the two 
following situations: 


(a) Complete prolapse of the senile 
uterus with cystocele and rectocele, for 
reasons given above. We know of no oth- 
er operation which equals it in this con- 
dition. 

(b) Prolapse and vaginal relaxation in 
women of the late child-bearing period, 
who require hysterectomy for other caus- 
es, such as menorrhagia or small fibroids. 
This is especially true if a chronically in- 
flamed cervix also exists. 


2. Carcinoma of Corpus Uteri. This 
has been considered by some as an indi- 
cation for vaginal hysterectomy. The rea- 
son given by its advocates is less contam- 
ination of the peritoneal cavity. There is 
one grave difficulty to its application. 
Cancers of the corpus tend to extend into 
the uterine adnexae, which can be much 
more radically attacked from the abdo- 
men. The fact that the soft corpus can be 
more gently handled by abdomen, a dis- 
tinctly favorable factor in cancer, is also 
to be considered against the vaginal ap- 
proach. 


3. Menorrhagia At or Near Menopause. 
When blood loss makes permanent cessa- 
tion of uterine bleeding imperative there 
are three choices in available procedure: 
abdominal hysterectomy, radiation and 
vaginal hysterectomy. 


In a selected group, curettage and radi- 
ation is very satisfactory, largely due to 
short morbidity and reduced economic in- 
convenience. It has the great handicap in 
that there are so many contra-indications 
to its use that careful selection will elim- 
inate all but a small per cent, if one wishes 
entirely satisfactory results. It has the 
additional disadvantage of destroying any 
remaining ovarian activity. 

Abdominal hysterectomy remains pre- 
ferred in the majority of these cases. 


However, where the contra-indications 
to vaginal hysterectomy do not exist, it 
ts an ideal procedure in those cases which 
should not be treated by radiation. 


4. Fibromyomata. For reasons of great- 
er exposure almost all of these cases 
should have abdominal operation, except 
where the principal condition is a pro- 
lapse or menorrhagia and small fibroids 
are incidental. 


THE CONTRA-INDICATIONS TO VAG- 
INAL HYSTERECTOMY 


1. Major pathology of tubes and ova- 
ries. 


2. Very large uterus. 
3. Pelvic adhesions. 


4. Co-existant intra-abdominal pathol- 
ogy. 
CONCLUSIONS 
1. The technic of vaginal hysterectomy 
has been greatly refined. 


2. This has tended to minimize the ob- 
jections of small operative field, possible 
operative hemorrhage, possible injury to 
bladder, ureters or rectum, and subse- 
quent herniation of vagina. 


3. The distinct disadvantages and con- 
tra-indications to vaginal hysterectomy 
are major pathology of tubes and ovaries, 
the very large uterus, pelvic adhesions, 
and co-existant intra-abdominal pathol- 
ogy. 

4. Advantages of vaginal hysterectomy 
are less operative shock, less necessary 
anesthesia, excellent approach for repair 
prolapsed uterus, shorter morbidity, ab- 
sence of disagreeable symptoms of abdom- 
inal operation, no abdominal scar and 
fewer peritoneal adhesions. 

5. Vaginal hysterectomy is a particu- 
larly valuable procedure for the poor sur- 
gical risk and older and weaker patients 
who require hysterectomy. 

6. Indications for vaginal hysterectomy 
are the following, if above contra-indica- 
tions are not present: 

(a) Prolapse of uterus, particularly 
complete prolapse of senile uterus; and 
prolapse and vaginal relaxation in women 
in the late child-bearing period, who re- 
quire hysterectomy for other causes, such 
as menorrhagia or small fibroids. 


(b) Menorrhagia at or near the meno- 
pause where blood loss requires perma- 
nent cessation of uterine bleeding, and in 
whom radiation is not advisable and the 
contra-indications to vaginal hysterectomy 
are not present. 

7. Abdominal hysterectomy still re- 
mains the procedure of choice in remov- 
ing the uterus in the great majority of 
cases, but there is a distinct field for ap- 
plication of the vaginal operation. 





Discussion—Dr. John F. Kuhn, Professor 
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of Gynecology, Oklahoma School of Med- 

icine. 

I think this is a very important and 
timely paper. It 1s especially important at 
this time, since there seems to be a re- 
crudescence of the vaginal route opera- 
tion, and in this return of the swing of 
the pendulum, sight is lost of the indica- 
— and the contra-indications for this 
step. 


This paper is an excellent summary of 
the whole procedure—it is, in fact, a 
warning that vaginal hysterectomy has a 
very limited field and that the surgeon 
undertaking it must be fully acquainted 
with the contra-indications, as well as the 
indications; that he must be completely 
equipped as to a full understanding of the 
anatomy and then must know the tech- 
nique so well that he can accomplish all 
of the minute details of the operation. 


Let me quote: “Refinements in tech- 
nique and careful selection have altered 
this situation, i. e., operation, hemorrhage, 
urinary or fecal fistulae, vaginal hernia- 
tion, and vaginal hysterectomy is definite- 
ly the procedure of choice in a small per- 
centage of the cases requiring hysterec- 
tomy.” However, it is well to add that 
the performance of this operation re- 
quires greater skill, more thorough knowl- 
edge of pelvic anatomy and more expe- 
rience than does the average abdominal 
hysterectomy. I cannot help but quote the 
remark made by one of my preceptors 
whom I had assisted many times in doing 
vaginal hysterectomy. He said to me: 
“Doctor, as I grow older I find fewer and 
fewer indications for vaginal hysterecto- 
my, and I know now that many of the 
cases we did while you were my assist- 
ant might have been better served by ab- 
dominal hysterectomy.” 


Let me call to your mind some other 
important matters relating to the choice 
of this operation. Preoperative diagnosis 
must be exact. Here, there can be no such 
thing as a slip-shod, incomplete and inex- 
act method, as is so commonly seen. Ask 
yourself: Are there generalized pelvic ad- 
hesions, with possibly angulations of the 
intestines requiring careful attention? Is 
there an appendix incarcerated with a 
tube or ovary, which when liberated may 
flare up and require an abdominal opera- 
tion to save life? Are you going to be able 
to utilize the omentum as a covering for 
denuded surfaces? Are you sure that you 
have firm enough ligamentous supports 
so that you can restore the pubo-sacral 


sling? And finally, are you absolutely cer- 
tain that all of the patient’s symptoma- 
tology is due to the condition for which 
vaginal hysterectomy is proposed? 

Let me recite again the major contra- 
indications : 

1. Major pathology of tubes and ova- 
ries. 

2. Very large uterus. 

3. Pelvic adhesions. 

4. Co-existant intra-abdominal pathol- 
ogy. 

The choice of this operation must be 
made only by the fully experienced and 
fully equipped surgeon, and my thought in 
the final analysis is that “surgery can- 
not stand many more batterings and re- 
buffs, if we are to apply our art for the 
betterment of mankind.” Badly chosen 
and poorly executed surgical operations 
have done more to discredit surgery than 
any other factor, and we must all see to 
it that discrediting conditions are stopped 
as soon as possible. 


LY 
Vv 


AGRANULOCYTIC LEUKOPENIA: REPORT OF 
CASE SUCCESSFULLY TREATED WITH 
X-RAY AND SOME OBSERVATIONS 
ON EFFECT OF AMIDOPYRINE 





Julien E. Benjamin and Joseph B. Biederman (Jour- 
nal A. M. A., July 21, 1934), report a case of agran- 
ulocytosis which was apparently amenable to high 
voltage roentgen therapy. During a period of good 
health the patient was given 10 grains (0.65 Gm.) 
of amidopyrine under control. This produced all the 
symptoms of agranulopenia within forty-eight hours. 
The administration of acetylsalicylic and alliy-iso- 
propyl-barbituric acids caused no unfavorable symp- 
toms. Intracutaneous, patch and passive transfer tests 
gave negative reactions. In this patient the effect of 
amidopyrine was not one of an atopic nature but of 
hyper-sensitivity to the drug with the hematopoietic 
system acting as the shock organ. 


4) 
0 


A RATIONAL, NONSURGICAL TREATMENT 
FOR INTESTINAL FISTULAS 








Frank R. Guido, Visalia, Calif. (Journal A. M. A., 
June 30, 1934), states that the persistence of intes- 
tinal fistulas is due to the proteolytic action of tryp- 
sin. Upper intestinal fistulas heal spontaneously only 
on rare occasions. High intestinal fistulas alone re- 
sult in marked changes in the blood chemistry due 
to fluid losses and chloride depletion. The use of 
dressings soaked in tenth normal hydrochloric acid 
will neutralize the alkalinity of the intestinal juices 
and thus inhibit tryptic activity, resulting in closure 
of the fistula. The risk and r results of opera- 
tive intervention is eliminated by the use of tenth 
normal hydrochloric acid. The Potter method of 
treatment of intestinal fistulas is based on physio- 
logic principles; it is without danger and should be 
tried in all cases. 
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Since the time of Hippocrates we have 
been studying the major problem of blood 
stream infections and yet the mortality 
rate at the present time is something over 
seventy per cent. This statement may ex- 
plain the necessity and timeliness of a dis- 
cussion at this time. Although many of 
the factors relative to this subject are 
controversial, a brief consideration of the 
prevalence of the condition and the results 
we are obtaining in its treatment, will 
convince the thoughtful individual that 
there is some need for a more thorough 
consideration, more definite understand- 
ing, and a crystallization of the many 
ideas of treatment in the hope that better 
results may be forthcoming. 


In this discussion the term septicaemia 
will be taken to mean the condition where- 
in we find viable micro-organisms in the 
blood stream or evidence of the effects 
of their activities on the various systems 
of the body. It shall not include the often- 
termed “medical infections,” such as typh- 
oid fever and pneumonia, as well as “la 
grippe,” which likewise is a septicaemia. 
For the purpose of clarity and brevity, 
only pyogenic infections will be consid- 
ered. Many times there is a confusion of 
terms evidenced in such a presentation as 
this. It seems that this is due to a sim- 
ilarity in terms such as bacteraemia, pyae- 
mia, sapremia and the like. All of these 
should be separated and distinguished at 
the outset in order to avoid confusion. By 
the term bacteraemia, we mean that cer- 
tain micro-organisms are circulating in 
the blood stream; these need not be man- 
ifesting symptoms, however. Some au- 
thorities add the requisite that they should 
be also multiplying in the blood stream. I 
am at a loss to know how we are to de- 
termine whether or not they are really 
multiplying. Toxemia means that circulat- 
ing toxins are present in the blood stream 
—a very, very common condition, by the 
way. Pyaemia means that there are in- 
fected emboli broken off, from areas of 
thrombophlebitis for instance, and that 
these may lodge anywhere in the body. 
Finally; by sapremia we mean the pres- 


ence in the blood stream of elements which 
have been absorbed from necrotic tissue. 


The most common bacteria which are 
found in the blood stream are the staphy- 
lococcus, the streptococcus and the colon 
bacillus. The meningococcus and the gon- 
ococcus may be isolated but much more 
rarely than the first mentioned. The hu- 
man body, constructed as it is, possesses 
certain barriers to infection and to the in- 
vasion of pathological bacteria. The skin 
and mucous membranes are the first lines 
of resistance to invasion; therefore, when 
there is any break in these natural lines, 
we have the danger of further invasion of 
deeper structure and eventually entrance 
into the blood stream. It is this more or 
less typical course of phenomena which 
immediately initiates the protective reac- 
tion of the body forces. In the event that 
the body cannot respond effectively or 
completely we have conditions right for 
the production of the disease. It is be- 
lieved therefore that septicaemia arises as 
a result of the combined synergistic con- 
ditions—broken natural barriers and lack 
of resistance on the part of the host; that 
is to say, a paralysis of the resisting mech- 
anism. 


This resisting mechanism primarily 
concerns the reticulo-endothelial system 
which has the ability and the power to 
combat such infections as those described. 
That it often does so without the produc- 
tion of signs and symptoms of disease, is 
quite evident, since, were this not true, 
the prevalence of septicaemia would be 
markedly increased. When the defense 
mechanism is adequate, such signs and 
symptoms are entirely absent or are very 
transitory. As evidence of this statement, 
consider the onset of primary osteomye- 
litis when the disease is first manifested 
following a trauma which creates an area 
of decreased resistance without any break 
in the barriers whatsoever. There must 
naturally be then pathologic bacteria pres- 
ent in the blood stream prior to the trau- 
ma, which have gone unrecognized. 


From the foregoing, it may be seen that 
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septicaemia of itself cannot be an original 
condition but always must act as a com- 
plication of some original disease or in- 
jury. It is quite true that many times the 
original portal of entry has been so mi- 
nute and trivial that no attention is given 
it and that only the initial chill and fever 
calls attention to the fact that the indi- 
vidual has been affected by the occurrence. 
We may be called on to treat septicaemia 
from three distinct aspects, namely: First, 
infected accidental wounds; second, ac- 
companying idiopathic infection such as 
cellulitis, and third, through operations on 
infected areas. 

In dealing with either or all of these 
aspects there is one startling and sudden 
occurrence which should immediately put 
us on guard against the invasion of the 
offending micro-organism—that is the 
chill. Under any conditions, the occur- 
rence of a chill should not be lightly passed 
over, but its appearance is always of the 
utmost concern to the surgeon. It very 
strikingly and decisively tells us that there 
is trouble ahead in the treatment of sep- 
ticaemia. There is no aid to be derived 
from a consideration of the period of in- 
_ cubation since that may be from a few 
hours to several days and in its variance 
lies its weakness as a dependable sign. 
Fever of course immediately follows or 
accompanies the rigor and with it there 
appears the usual generalized aching of 
the muscular system, and the feeling of 
weakness and discomfort. Should there 
be any doubt following the appearance of 
such a trend of symptoms, the later ap- 
pearance of petechial hemorrhages of the 
skin will tell the story beyond doubt. 
These hemorrhages are not confined to 
the skin as a rule but appear also on the 
serous surfaces and in the lining of the 
intestinal tract. The petechia first ap- 
pear in the bend of the elbow and then 
appear over the chest and the abdomen. 
The characteristic element of the fever is 
its daily remissions and occasional inter- 
missions—this with the profuse sweating 
is quite characteristic of the septicaemia 
fever. Toward the middle of the course of 
the disease, marked delirium appears al- 
though characteristically enough in staphy- 
lococci septicaemia, we may have a very 
clear sensorium until at or near the end 
of life. Physical examination shows the 
liver and spleen both enlarged—the latter 
in all likelihood due to an effort to throw 
effective blood cells into the circulation 
to combat the infection. Excessive sweat- 
ing, anorexia, and loss of weight are like- 
wise characteristic signs. 


It is in the examination of the blood 
that the final definite proof of the correct 
pathologic diagnosis is found. Clinical sep- 
ticaemia may be seen with a constantly 
negative blood culture. One cannot be cer- 
tain from a pathological sense unless the 
blood culture is positive for these various 
bacteria. This laboratory procedure may 
consume as much as twenty-two hours in 
the test but certainly one should not de- 
lay adequate supportive measures in the 
meantime. The blood count in itself is 
important—not so much as to the total 
number of reds or whites but in respect 
to the round cells in particular. In these 
cells we have some idea of the resistance 
of the host. When the round cells are ade- 
quate, it is an indication that the resist- 
ance is good; when they are decreased the 
opposite is true. Faced with a falling 
count in the total of these cells, the prog- 
nosis immediately becomes less hopeful. 
It should be pointed out here that the co- 
lon bacillus infection characteristically 
gives a low white count. In this we must 
be on our guard lest a diagnosis of active 
tuberculosis be made, especially the acute 
miliary type. 


Of the various types which have been 
mentioned, it is quite true that the staphy- 
loccic infections give the worse prognosis 
—next the various streptococcus strains 
and finally the colon bacillus infections 
will give the best prognosis. The first usu- 
ally arises from some skin lesion which 
has been entirely untreated or improperly 
treated. Strept infections follow criminal 
abortions, angina and the like. The source 
of the colon bacillus infection is usually 
from the bowel or from bowel contamina- 
tions. 


Now, in respect to treatment: In this, 
like in numerous other diseases, the best 
treatment after all is in prevention. In- 
sofar as septicaemia is concerned this sim- 
ply means keeping individual general and 
local resistance to the maximum point. It 
also implies that proper local treatment 
should be administered every break in the 
first line of resistance. Especially is this 
true in accidental wounds—where even 
the most trivial break should be regarded 
as a potential source of septicemia and be 
therefore completely and properly steril- 
ized. In the treatment of infected wounds, 
and especially cellulitis, the characteristic 
restraint of the physician should be cul- 
tivated. Care should always be taken in 
the incision of localized infections that the 
pyogenic membrane be not incised since 
to do so would immediately break down 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 313 


the limiting wall which nature has pro- 
vided against the spread of infection. 


In general we may say that any course 
of treatment should not be judged in one 
or two cases, since if such is true we may 
get satisfactory reports from the most 
bizarre methods and remedies. Just re- 
cently a journal published the results in 
the treatment of three cases (all favor- 
able) and then added that in order to 
prove adequately the efficacy of any meth- 
od one should treat the same type of in- 
fection in twins! The obvious impossibil- 
ity of this as a practical test need not be 
emphasized. 


Supportive treatment, consisting of in- 
travenous glucose, high caloric diet, whis- 
key, subcutaneous saline and blood trans- 
fusions will do more good than any spe- 
cific form of treatment. In the case of the 
whole blood transfusions we have not only 
a general remedy but also a specific stim- 
ulation of defense mechanism by the ad- 
dition of blood salts and healthy cells 
from the reticulo-endothelial system. The 
effect of the various dyes and alcohol ad- 
ministered intravenously is on the defense 
mechanism of the body and decidedly not 
as sterilizing agents in the blood stream 
itself. It is not quite logical to assume 
that any agent of. sufficient strength to 
kill bacteria in the blood stream would 
leave the individual blood cells unharmed. 


Most recently the so-called immune 
therapy has been more prominent in the 
discussions of treatment of this condition. 
The use of the various specific sera is 
productive of such variable results that 
they are to be regarded as of undeter- 
mined usefulness at the present time. The 
so-called immune transfusions gives to the 
recipient whole blood which has been for- 
tified by the vaccination of the donor with 
the specific organism which has been isol- 
ated from the patient’s blood. This proced- 
ure is worthy of more study and trial than 
has been given it in this locality. Again, 
the use of bacteriophage appears to have 
in it some elements which may bring ex- 
cellent results providing that the specific 
phage can be grown before the need for 
it no longer exists. The statement should 
be again made that the fortunate summa- 
tion of natural resistance often turns the 
tide in favor of the patient and the par- 
ticular remedy used at that time gets the 
credit for the cure. 


In the past fourteen years there have 
been admitted to the University and St. 
Anthonys hospitals at Oklahoma City a 


total of 268 cases of septicaemia; of this 
total there has been 180 deaths, or a mor- 
tality of 67 per cent. These cases were di- 
vided in the following manner: Fifty-one 
cases of puerperal sepsis with twenty-six 
deaths, a rate of 58 per cent; forty-one 
cases of peripheral infections such as cel- 
lulitis, furuncles and carbuncles with 
twenty-nine deaths, a rate of 70 per cent; 
peritoneal abscesses principally appendi- 
ceal in origin twelve cases with ten deaths, 
a rate of 83 per cent; pelvic abscesses and 
other so-called internal abscesses, fifteen 
cases with thirteen deaths, a rate of 86 
per cent; mastoid infections, seven cases 
with two deaths, or a rate of 28 per cent; 
thirty-five cases of osteomyelitis with 
thirty-one deaths, or a rate of 88 per cent; 
infections of the kidney, eight cases with 
one death, or a rate of 12 1-2 per cent (the 
lowest of all) ; five cases of angina with 
four deaths, a rate of 80 per cent; five 
cases of arthritis with four deaths, a rate 
of 80 per cent; thirty-seven cases of un- 
known primary pathology with sixteen 
deaths, a rate of 43 per cent, and one of 
empyema, two of Vincent’s disease and 
three dental infections, all with a mortal- 
ity rate of 100 per cent. 


As a result of this discussion and these 
rather terrible figures, it would seem that 
the study of septicaemia is entitled to 
more effort and concentration than it has 
received in the past. 
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Investigators who have made a special study of 
fatigue and general debility report that these con- 
ditions generally can be corrected by proper diet and 
rest. 


Proper diet, according to the report, is defined as 
meaning adequate, well-balanced nourishment. Not 
over-eating, for that burdens the digestive system, 
causes sleeplessness and further complicates the con- 
dition. a 

Cocomault mixed with milk provides extra food- 
energy value without digestive strain. Its high caloric 
value and easy digestibility make it especially effec- 
tive in helping to throw off that nervous, devitalized 
feeling of which so many patients complain—unless, 
of course, there is some serious chronic ailment which 
must be corrected. 


Cocomault is accepted by the Committee on Foods 
of the American Medical Association. Laboratory 
analyses show that Cocomault, when made as direct- 
ed, increases the protein content of milk 45 per cent— 
the carbohydrate content 184 per cent—the mineral 
content (calcium and phosphorus) 48 per cent. It 
contains not less than 30 Steenbock (81 U.S.P. re- 
vised) units of Vitamin D per ounce—the amount 
used to make one glass or cup. It is licensed by the 
Wisconsin University Alumni Research Foundation. 
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FASCIAL SPACE and BURSAL INFECTIONS of THE HAND 





FRANK L. FLACK, M.D. 
TULSA 





When the usefulness and value of the 
hand is considered, the justification for a 
paper dealing with some of the common 
infections is reasonable. The hand, with 
the possible exception of the central ner- 
vous system, is perhaps the most compli- 
cated anatomically of any region of the 
body. A working knowledge of this anat- 
omy is a sine qua non for the correct diag- 
nosis and treatment of hand infections. 
The frequency and seriousness of hand 
infections has not been given sufficient 
attention. This is probably due to the fact 
that, regardless of the percentage of disa- 
bilities, these cases rarely die. An analy- 
sis of the records of the Industrial Board 
of Oklahoma shows that in 60,583 partial 
disabilities, 20 per cent are due to injuries 
and infections of the hand, and that in 
884 complete disabilities 58 per cent are 
due to the same cause. A stockyards plant 
in Chicago reports 75 per cent of their 
hand disabilities follow infection and a 
large accident insurance company states 
that 20 per cent of their total hand lia- 
bilities arise from the same cause. In this 
short paper only fascial space infections 
will be considered. Subcutaneous infec- 
tions, hang nails, and other common infec- 
tions will not be discussed. Complete text 
books such as Fifield’s, Kanavel’s, and 
others have been written on this subject. 
I have nothing new or original to offer; 
I only intend to review some of the points 
in anatomy that have helped me in treat- 
ing these cases. 


The anatomy of the hand is complicated 
and is a large subject in itself. For a 
general working basis some of the ele- 
mentary anatomical features may be men- 
tioned. The functional value of the hand 
depends upon complete use of the median, 
ulnar, and radial nerves, a proper blood 
supply, the free motion of the tendons and 
muscles, and an intact bony system. The 
flexor tendons are the most important and 
are supplied by the median and ulnar 
nerves. The principal fascial spaces and 
bursae are the closed spaces about the 
terminal phalanges, the thenar space, the 
middle palmar space, the web spaces, the 
Parona’s space, the ulnar bursa, and the 
radial bursa. 


The most common infection in my ex- 
perience has been an infection of the dis- 
tal closed space. The peculiar anatomical 
arrangement of this space is of the great- 
est importance. Dense fascia encloses it 
on all sides. Radiating pieces of fascia ex- 
tend from the periosteum to the skin di- 
viding it into many separate compart- 
ments. A digital artery goes through this 
space on each side of the last phalanx. 
However, the entire phalanx is not shut 
off by these fibrous septa. The part that 
corresponds to the diaphysis is a closed 
space and the portion of the phalanx prox- 
imal to that is an open space. When in- 
fection occurs in this space oedema super- 
venes, thrombosis of the veins follows, and 
the blood supply is shut off. This results 
in a destruction of the diaphysis and it 
occurs rather rapidly. 


Diagnosis: An infection in this space 
produces the usual signs of inflammation. 
The finger becomes red, hot, hard, and 
painful. The swelling is usually not so 
great because dense fascial tissue every- 
where surrounds this area. The pain is, 
as a rule, throbbing in character. Pus may 
be present before fluctuation can be elic- 
ited. This is what is commonly called a 
felon. However, the formation of it is usu- 
ally not due to a collection of pus start- 
ing under the periosteum but is more fre- 
quently due to a subcutaneous infection 
extending between these fibrous septa. It 
is quite well known that fluctuation is 
present in the pulp of a normal finger. 
Naturally, an early incision to relieve the 
tension, drain the pus, and save the blood 
supply is necessary. This incision should 
be made on the side or sides of the finger 
because in this way we are able to cut 
through these septa and secure proper 
drainage. No longer are incisions made 
through the middle of the finger because 
they do not produce efficient drainage; 
they cause a tender scar on the pressure 
bearing area, favor prolapse of tendons, 
and destroy the efficient sensory plexus 
of nerves on the palmar surface. It is 
to be remembered, however, that tendon 
sheaths are attached to the bases of the 
distal phalanges. For this reason the in- 
cisions must not extend far enough prox- 
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imal to open the tendon sheath as this 
would result in a purulent tenosynovitis 
and a spread of the infection to the other 
communicating spaces. 


Thenar Space Infections: The thumb 
is, of course, the most important digit of 
the hand. Rarely should the thumb be am- 
putated because, regardless of how stiff 
the thumb may be, it still has function. 
It can practically always be used as a point 
of opposition. This is not true of the fin- 
gers, which frequently must be amputated 
because they are in the way. Next to the 
thumb in value as a digit is the index fin- 
ger. The diagnosis and treatment of in- 
fections of the thenar space are under- 
stood only as the anatomy in the region 
of the thumb and index finger is known. 
The thenar space, which is, of course, a 
potential space, is on the outer side of the 
metacarpal bone of the middle finger. 
Posteriorly are the adductor muscles; in 
front are the flexor tendons, the palmar 
fascia, the flexor longus pollicis tendon 
and the short muscles of the thumb. This 
space extends almost to the lower border 
to the anterior annular ligament proxi- 
mally. 


Diagnosis: Infections of the space usu- 
ally follow penetrating wounds. It may be 
secondard to an extension from a middle 
palmar space abscess. The most frequent 
cause, however, is the extension to this 
space along the lumbrical canal of the in- 
dex finger. The lumbrical muscles are 
surrounded by potential spaces or canals. 
Each lumbrical muscle arises from a ten- 
don of the flexor profundus digitorum. 
The sheath surrounding the lumbrical 
muscle communicates with the sheath of 
the flexor tendon. The route the pus fol- 
lows is that it ruptures through the prox- 
imal end of the sheath of the index finger 
into the space surrounding the lumbrical 
canal of this finger and then extends into 
the thenar space, the thenar space having 
an extension into the first lumbrical ca- 
nal. The characteristic and principal find- 
ing is extensive swelling of the thenar em- 
minence. The extent of this swelling is 
greater than that of an infection of the 
palmar space because the fascia covering 
the thenar space is the thinnest portion 
of the palmar fascia. Edema on the back 
of the hand is extensive. This is account- 
ed for by the fact that the course of the 
lymphatics is directly toward the back of 
the hand. Movements of the thumb and 
index finger in uncomplicated thenar ab- 
scesses ‘are comparatively painless. The 
reason for this is that no tendon sheath 


is involved or distended with pus. The 
treatment of this condition is incision and 
drainage. All the muscles of the thumb, 
with the exception of the adductor pol- 
licis, are supplied by a motor branch of 
the median nerve. If an incision were to 
be made directly over the site of the great- 
est finding, quite naturally the motor 
— of the median nerve would be sev- 
ered. 


A dorsal incision should be made par- 
allel with and just to the radial side of 
the second metacarpal bone. From this 
incision forceps are inserted through the 
adductor transversus and drainage estab- 
lished by the use of a piece of rubber glove. 
This incision has the additional advant- 
age of providing drainage for the dorsal 
thenar space which frequently becomes in- 
fected, due to pus extending over the out- 
er side of the adductor transversus mus- 
cles. This also has the advantage of leav- 
a pe scar on the palmar surface of the 

and. 


Middle Palmar Space: The middle pal- 
mar space lies dorsal to the flexor tendons. 
The flexor tendons, their accompanying 
lumbrical muscles and the ulnar bursa are 
separated from the middle palmar space 
by a thin sheath of fibrous tissue. Very 
important anatomically is the relation of 
the lumbrical muscles and the canals cor- 
responding to the middle, ring, and little 
fingers. The canals of the lumbrical mus- 
cles are potential spaces and form chan- 
nels from the tendons of the flexor pro- 
fundus to the radial sides of the dorsum 
of the hand where they are inserted. Al- 
so, they are closely connected with the 
web spaces between the fingers and may 
carry infection from the tendons to these 
web spaces. When pus in a lumbrical ca- 
nal ruptures, the infection spreads up- 
ward when connected with the middle, 
ring, and little fingers, to the middle 
palmar space. When connected with the 
index finger, it spreads to the thenar 
space. It has frequently been demonstrat- 
ed that radio opaque material, when in- 
jected under pressure into the middle pal- 
mar space, is continued into the lumbrical 
sheaths of the middle, ring and little fin- 


gers. 
Diagnosis: Infection in this space re- 
sults most frequently from crushing in- 
juries, perforating wounds, or from infec- 
tions extending along the lumbrical mus- 
cles of the third, fourth, and fifth fin- 
gers. Many other less frequent methods 
of infection exist. The usual signs of con- 
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stitutional involvement frequently. are 
found. The edema present obliterates the 
concavity of the hand. Dorsal edema is 
extensive. We must, however, consider 
that the lymphatic extension is directed to 
the back of the hand and that edema is 
common and pus formation is rare. In- 
cisions for drainage of the dorsum are 
seldom justified. 


Treatment: Due to the fact that infec- 
tion of this space is most frequent follow- 
ing infections of the lumbrical canals, the 
primary incision should be one aimed to 
drain the lumbrical space. When the hand 
is actively and forcibly extended, eleva- 
tions appear between the fingers. This is 
due to the fact that the dense strips of 
palmar fascia are inserted into the digits 
between the lumbrical spaces. In the inter- 
vening spaces between these areas of pal- 
mar fascia the lumbrical canals project. 
Using this as a guide, an incision is made 
in the gap between the middle and little 
fingers in order to disclose the lumbrical 
muscle in its space. A blunt instrument 
is then passed along this lumbrical canal 
into the middle palmar space and the pus 
drained. A piece of rubber tissue is in- 
serted. Of course, rubber tubing is nev- 
er used for drainage in the hand. Gauze 
is better for the reason that gauze pro- 
motes the formation of fibrous tissue 
and healing whereas rubber drainage pro- 
motes an exudation with the formation of 
a wall around the rubber drainage and 
delays healing. Occasionally, it is advis- 
able to open the other lumbrical canals 
and secure drainage. 

Webb Spaces: Between the bases of the 
proximal phalanges is a considerable 
amount of loose connective tissue. The 
lumbrical canals, in their course from 
their origin from the flexor profundi ten- 
dons to their insertion into the extensor 
tendons, pass through these spaces. In this 
way the middle palmar space, the thenar 
space, and the dorsal tissue of the hand 
are connected. For this reason an infection 
in the web space is a frequent source of in- 
fection in the palmar and thenar spaces. 
The web spaces are frequent sources of 
“collar button” abscesses. The treatment 
of these is adequate drainage. 

Parona’s Space: Another space of im- 
portance is the so-called Parona’s space, 
or the deep forearm space. This space 
lies anterior to the pronator quadratus 
muscle and posterior to the flexor mus- 
cles; it is above the annular ligament and 
extends from just above the annular liga- 
ment approximately one-half of the way 


to the elbow. In: ections in either the radi- 
al or the ulnar »ursa, when not properly 
drained, rupture through the proximal 
ends and into this space. The findings pro- 
duced by an infection in this area are 
swelling, redness, tender areas on the 
flexor surface of the forearm above the 
annular ligament. Practically always, an 
infection in the palm has produced this 
condition. If the abscesses in the palm 
have been properly incised and drained, 
an incision should be then made on each 
side of the forearm at the junction of the 
lower and middle thirds. This is deepened 
and extended just above the radius and 
ulna on either side. A hemostat is then 
passed through on top of the bones and 
rubber tissue drainage inserted. 


Radial Bursa: The synovial sheath of 
the flexor longus pollicis tendon is quite 
extensive and is known as the radial bur- 
sa. This tendon runs beneath the muscles 
of the thumb. The radial bursa, being the 
sheath covering the long flexor of the 
thumb, is infected most frequently by the 
spread of inflammation which has started 
in this digit. 

Diagnosis: Of importance in making 
the diagnosis is the discovery of a subcu- 
taneous whitlow or puncture wound of the 
thumb with the signs of inflammation. 
The thumb is held in position of partial 
flexion. When the thumb is partially 
flexed, the space in the tendon sheath is 
increased to its maximum. This is the 
natural method of protection against the 
distention of the sheath by inflammatory 
material. This is done to relieve the pain. 
The thumb is enlarged. When efforts are 
made to extend the thumb, the pressure 
on the inflammatory material is increased 
and consequently pain is increased. Pain 
and tenderness over the anterior portion 
and over the entire extent of the radial 
bursa is present. Over the area of the 
muscles of the thumb there is definite 
swelling, but this oedema is not as great 
as in infections of the thenar space. The 
oedema over the back of the hand is not 
as great for the reason that the lymphatic 
supply is not as extensive nor as direct. 
Rupture through the proximal end of the 
radial bursa, which frequently takes place, 
empties the infection and pus into Paro- 
na’s space of the forearm. For this rea- 
son an incision should be promptly made. 
The primary cause which is usually a 
thecal whitlow of the thumb should be 
properly drained by a lateral incision. 
This incision may then be extended up 
over the thenar space on its inner side. 
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To avoid destroying the motor branch of 
the median nerve supplying the muscles to 
the thumb, this incision should stop at 
least one and one-half inches below the 
distal wrist crease. 


Ulnar Bursa: The deep and superficial 
flexor tendons are covered by a common 
synovial sheath. This sac is the ulnar bur- 
sa and lies principally to the median side 
of the tendons. The ulnar bursa is divided 
into three compartments. The most im- 
portant is the retrotendinous portion. Of 
particular anatomical interest is the fact 
that the ulnar bursa is continuous with the 
synovial sheath of the little finger. In 
extent it reaches from the last palmar 
crease to just below the anterior annular 
ligament. In some instances it is continu- 
ous with Parona’s space. An infection of 
the ulnar bursa in the majority of cases 
probably results from the extension of an 
infection of the little finger. The proxi- 
mal ends of the radial and ulnar bursa 
are close together and separated by a very 
thin septum. In many cases an infection 
extends from the radial bursa directly to 
the ulnar bursa. Of course, perforating 
wounds and inflammations from other 
spaces may affect these spaces. The syno- 
vial membrane becomes thickened and the 
products of inflammation are poured out. 
This is the reason for the rapid produc- 
tion of adhesions in infections of the ten- 
don sheaths. The formation of pus rap- 
idly produces tension and if prompt and 
adequate incision is not done the tendons 
slough. 


Diagnosis: The diagnostic points are the 
findings of a thecal whitlow of the little 
finger, pain and tenderness over the ex- 
tent of the bursa; anterior swelling is not 
as prominent because of the over-lying 
tendons and the dense palmar fascia. 
Oedema and swelling on the dorsum of 
the hand is present and pronounced. Pain 
and inability to flex the fingers result be- 
cause of the same reasons operative in in- 
fections of the radial bursa. Again, as in 
infections of the radial bursa, an infec- 
tion of the ulnar bursa may rupture into 
Parona’s space. 


Treatment: If a thecal whitlow of the 
little finger is present, this should first 
be drained. The incision used to drain this 
is a lateral incision and may quite well 
be extended upwards. It may, with safety, 
be continued to the anterior annular liga- 
ment. The deep division of the ulnar nerve 
is not likely to be injured from this in- 
fection. 


Lymphangitis: Lymphangitis, in most 
cases, is really a cellulitis. The most mi- 
nute lesion frequently produces the most 
serious types of infections. In examin- 
ing the case there may or may not be a 
small abrasion. However, if this is pres- 
ent it is usually surrounded by a red, 
swollen and tender area. The infection 
produces not only a lymphangitis but a 
perilymphangitis. The lymphatic vessels 
become swollen and are tender and, due to 
their redness, are easily visible and traced 
as red streaks running in a proximal di- 
rection. These lymphatics in the upper 
extremity pass with a remarkable degree 
of constancy depending upon their origin 
to the epitrochlear glands and the various 
groups of the axillary glands and often 
to the glands beneath the clavicle. The 
glands become swollen and tender. Due 
to the fact that the glands from the thumb, 
index, and middle finger drain to the su- 
perior glands, the infraclavicular and su- 
praclavicular, a lymphatic infection orig- 
inating here is more serious than one orig- 
inating in the ring or little finger where 
the receiving glands are located lower. 


Treatment: The principal thing in treat- 
ment is under no circumstances to oper- 
ate. General treatment for the infection 
is carried out. The use of Bier’s hypere- 
mia by means of a constricting bandage 
left on for twelve hours, removed for one- 
half hour, and then replaced for twelve 
hours is of value. The extremity should 
be kept in continuous hot packs. I have 
never seen any advantage from the use of 
various antiseptics. Occasionally, abscess- 
es develop and these, when they become 
localized, should be drained. 


Illustrative Case: An illustrative case 
which came under my observation several 
months ago and one in which the patient 
possessed sufficient intelligence to give an 
excellent history, illuminates several 
points in the question of hand infection. 
This patient received an injury to his 
right thumb from having a piece of wire 
jabbed into the member. This injury was 
received over the palmar surface of the 
proximal interphalangeal joint. In this 
situation over the joint there is practical- 
ly no subcutaneous tissue and the tendon 
sheath is just beneath the skin. Frequent- 
ly in this location there is a hernial pro- 
trusion of a tendon sheath. Here is the 
most likely place to receive a direct in- 
fection of a tendon sheath. Four or five 
days later this man complained of pain 
and tenderness; the pain was made dis- 
tinctly worse on flexion of the thumb. At 
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this time he had developed a tenosyno- 
vitis with pus in the sheath. The thumb 
was enlarged, was held in a flexed posi- 
tion, he could not extend it, and had great 
pain on passive motion. At this time the 
treatment would have been to make an in- 
cision into the tendon sheath on the lateral 
side and institute efficient drainage. In a 
few days the pain subsided. It was quite 
evident that the pus had ruptured or ex- 
tended into some place where it had more 
room. Due to the fact that the radial bur- 
sa is the tendon sheath of the flexor longus 
pollicis muscle, this man, in all probabil- 
ity, had an infection of the radial bursa. 
Had the infection been in the other fin- 
gers, except the little finger, the pus 
would have burst through the proximal 
ends of the flexor tendon sheaths either 
into the middle palmar or thenar spaces. 
The next symptoms were those of infec- 
tion of the radial bursa. Constitution- 
al disturbances were added to the condi- 
tion caused by an infection of the sheath 
of the flexor longus pollicis tendon with 
the addition of pain and tenderness over 
the site of the radial bursa. The patient 
continued to hold the thumb in a flexed 
position. At this state the hand should 
have been treated as outlined for the treat- 
ment of infection of the radial bursa. At 
this time it is quite likely that the tend- 
on sheath had sloughed. The condition 
again seemed to subside. This was due to 
a rupture of the pus through the proxi- 
mal end of the radial bursa into Parona’s 
space. At this time the treatment for in- 
fection of Parona’s space should have been 
instituted. The forearm became brawny 
and painful. About this time he was 
brought to St. John’s Hospital. The con- 
stitutional symptoms were marked; his 
temperature was high; the patient was 
acutely ill; there was a marked swelling 
of the hand and forearm and he was de- 
lirious part of the time. The infection 
had ruptured also into the ulnar bursa. 
From the infection of the ulnar and 
radial bursa suppurative arthritis and 
destructive bone inflammation with de- 
generation of the carpal bones had tak- 
en place. An interesting point in the 
anatomy of the carpal bones is that the 
intercarpal-carpo-metacarpal and_inter- 
metacarpal sac is common to all the joints 
in the wrist. In other words, the wrist 
joint is, practically, one continuous sac so 
that the infection produced and resulted 
in a destruction of practically all the car- 
pal bones. The tendons had sloughed and 
the treatment instituted was an amputa- 


tion at the junction of the lower and mid- 
dle thirds of the forearm. 


This case illustrates quite well the con- 
tinuous spreading inflammation through 
the various anatomical spaces of the hand. 
In addition to this, the hand had become 
stiff in a position of flexion. 


If we anticipate the hand will be stiff, 
we must secure the position of optimum 
use which would be in position of dorsi- 
flexion at the wrist with all the fingers 
slightly flexed and slightly separated. One 
needs only to place his hand in a position 
of flexion, the so-called Cotton-Loder’s po- 
sition, to see what a handicap results in 
its use. 
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ALUM-PRECIPITATED DIPHTHERIA TOXOID: 
RAPIDITY OF IMMUNIZATION FOL- 
LOWNG ONE DOSE 








The results that A. E. Keller and W. S. Leathers, 
Nashville, Tenn. (Journal A. M. A., Aug. 18, 1934), 
obtained the injection of one dose of 1 cc. of alum- 
precipitated diphtheria toxoid indicate that immun- 
ity to diphtheria may be produced rapidly. In one 
group of twenty-three Schick positive children, 60 per 
cent were Schick negative in fourteen days. In he 
same group 95.6 per cent were Schick negative in 
twenty-eight days and 100 per cent in forty-two days 
after the injection. In another group of fifty-three 
children 92.4 per cent were Schick negative twenty- 
two days after receiving one injection of alum-pre- 
cipitated diphtheria toxoid, 94.3 per cent were nega- 
tive in sixty days, and 96.2 per cent were negative 
in ninety days after immunization. The results fol- 
lowing immunization with a single dose of alum-pre- 
cipitated diphtheria toxoid compare favorably with 
those obtained following two doses of toxoid with- 
out alum or toxoid with alum and are much better 
than those reported following one dose of toxoid 
without alum and with alum or three injections of 
standard diphtheria toxin-antitoxin mixture. 
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THE THERAPY OF THE COOK COUNTY 
HOSPITAL 





Bernard Fantus, Chicago (Journal A. M. A., Aug. 
18, 1934), presents the views of the therapy of. fever 
as it is practiced by the attending staff of the Cook 
County Hospital. The first aim in the treatment of 
all fevers is causal therapy: i. e., the discovery of the 
nature of the exciting cause, and the application of 
whatever specific remedy there may be to jugulate it. 
Still, no matter what the name or nature of the 
causative organism is, the care and general manage- 
ment (regimen) of all fever patients is essentially 
the same. The article embodies a discussion of the 
following phases of treatment as it pertains to fever: 
rest, alimentary hygiene, antipyresis, elimination, re- 
lief of distress, combating pyrexial collapse and treat- 
ment of convalescence, 
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WANN LANGSTON, M.D., F.A.C.P. 


Professor of Clinical Medicine, University of Okla- 
homa School of Medicine 


OKLAHOMA CITY 





I can open this discussion in no better 
way than to quote an eminent Scottish 
surgeon, Professor David P. D. Wilkie of 
Edinburgh, who, in an article in the Amer- 
ican Journal of Surgery, in 1931, says: 
“There are few procedures in surgery 
which are girt about with such interest- 
ing problems as is the operation of splen- 
ectomy. The removal of an organ, the 
functions of which are not yet fully un- 
derstood and the enlargements of which 
are beset by such intricate and varied 
blood dyscrasias, is in every case a fasci- 
nating experiment and offers a field for 
most intimate cooperation between the 
surgeon and the hematologist.” 


Inasmuch as the subject I have chosen 
is entirely too big for a brief discussion, 
since to cover it adequately one must go 
into the differentation of the entire field 
of blood dyscrasias in which there is splen- 
ic involvement ; into the differential diag- 
nosis of purpura; and into a careful con- 
sideration of diseases of the spleen with 
splenomegaly, I shall quote again from 
Dr. Wilkie a terse statement in which I 
fully concur, and which, in my judgment, 
covers the entire field, aside from such 
definite surgical indications as abscess or 
trauma: “The three conditions in which 
splenectomy promises real relief are: 
splenic anemia, hemolytic jaundice, and 
chronic purpura.” 


At this point | desire to refer to the 
cases in which splenectomy has been done 
in the various hospitals of Oklahoma City, 
whose administrative officials and staffs 
have been very generous and courteous 
in permitting me to study their records 
for this discussion. 


There have been twenty cases in all. 
Of these, four have been for trauma. All 
recovered following splenectomy. One of 
these was a case of myelogenous leucemia ; 
operation had no effect on the blood dys- 
crasia. This patient died some four years 


*A clinical lecture given at the sectional meeting 
of the American College of Surgeons, Oklahoma 
City, Oklahoma, February 22, 1934. 








after operation. There can be no question 
as to the surgical indications in rupture 
of the spleen. 


Six cases were operated with a diagno- 
sis of splenic anemia or Banti’s disease. 
A study of the records show that three 
of these were recognized in the stage of 
splenic anemia, before the fully developed 
Banti’s syndrome had been reached. Two 
cases recovered; one died of exhaustion 
and hemorrhage nineteen days post oper- 
ative. 


The other three had reached the stage 
of cirrhosis, or Banti’s syndrome; all 
died. One of these was complicated by 
biliary obstruction for a long period and 
died of exhaustion and cholemia. 


These figures would indicate that splen- 
ic anemia offers a good prognosis, Ban- 
ti’s syndrome a very bad prognosis with 
splenectomy. 

Three cases of hemolytic interus were 
operated, one a girl of about six years, a 
girl of sixteen, and a boy of nineteen. All 
recovered. 

Six cases were operated with a diag- 
nosis of thrombocytopenic purpura. An 
analysis of the records show three of these 
to have been chronic or recurrent purpura 
hemorrhagica with splenomegaly and 
thrombocytopenia. All recovered. One, a 
man of near sixty, is well eight years aft- 
er operation; the other two were operated 
more recently. 

One of the remaining three cases died 
five days after splenectomy. This case 
was acute; there was no splenomegaly ; no 
history of recurrence or chronicity ; there 
was a rapidly developing anemia, and 
while the record is not complete, one is 
led to recognize this as a case of myeloid 
insufficiency. 

In the other two cases the condition 
definitely was myeloid insufficiency. Both 
died. 

What, then, are the criteria on which 
one may base a judgment as to when to 
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remove the spleen in blood dyscrasias? 
May I quote again from the eminent sur- 
geon already referred to, Professor Wilk- 
ie: “If by vital staining methods the blood 
be shown to contain large numbers of re- 
ticulocytes or young cells in the presence 
of well marked anemia with splenic en- 
largement, we may safely argue that a 
competent bone marrow is doing its best 
to make good for excessive red cell de- 
struction and that in the latter process 
the enlarged spleen is in all probability 
playing the leading part. If, therefore, we 
remove the spleen we can hope for a rap- 
id rise in red cell count and corresponding 
clinical improvement. If, on the other 
hand, the reticulocyte count is low and the 
anemia progressive, aplasia of the bone 
marrow is present and splenectomy offers 
little chance of bettering the patient’s con- 
dition.” To put it another way, three ques- 
tions arise: First, is the bone marrow ac- 
tive? This can be determined with great 
accuracy today. The evidences of active 
myeloid function are signs of immaturity 
of the red cells, namely, nucleated cells, 
and more especially a high percentage of 
reticulocytes; a relatively normal number 
of thrombocytes, and a normal or in- 
creased granulocyte count. 


The second question: Is there any evi- 
dence of splenic dysfunction? If there is 
splenomegaly in the presence of normally 
functioning bone marrow, with progres- 
sive anemia, thrombo-cytopenia, or hemo- 
lytic jaundice, one is justified in looking 
with suspicion upon the spleen. 

The third question, if the bone marrow 
is active, and if the spleen is at fault: 
Can the patient undergo the operation 
with a reasonable degree of safety? In 
this connection I can only say that in my 
opinion, except in cases of trauma, splen- 
ectomy is an elective surgical procedure, 
and ample time may be taken to prepare 
the patient adequately. 


Now let us examine these cases a lit- 
tle more critically, and apply as much as 
we can with the information obtainable, 
yo principles which have been laid down 
above. 


First, the group of splenic anemia. For- 
merly the term “splenic anemia” includ- 
ed a great variety of conditions charac- 
terized by anemia and _ splenomegaly. 
Gradually, as knowledge has accumulated, 
more and more of these cases have been 
placed in other categories, until now the 
term is reserved for that group of cases 
of insidious onset, chronicity, splenomeg- 
aly, tendency to gastro-intestinal hemor- 


rhages, gradually progressive anemia and 
leucopenia, of unknown etiology; and usu- 
ally terminating in portal cirrhosis, portal 
insufficiency and death. If the condition 
is recognized before cirrhosis develops the 
diagnosis of “splenic anemia” is made; if 
cirrhosis is present with portal insuffi- 
ciency, the term Banti’s disease, or better, 
Banti’s syndrome, is applied. Of the six 
cases I have referred to above, three were 
cases of splenic anemia without portal in- 
competency. The results in two of these 
three were excellent; the other three had 
progressed to the stage of cirrhosis. These 
three died. Thus one sees that in this 
small group, splenectomy in splenic ane- 
mia offers a good prognosis; but when 
Banti’s can be diagnosed the outcome is 
universally bad. This conforms to the ob- 
servations of others who have had great- 
er numbers to study. 


The case I have to present is a thirteen- 
year-old boy, very anemic, as you can see. 
In 1926 he had measles, followed shortly 
by a profuse gastric hemorrhage. Since 
that time he has had several severe hem- 
orrhages as well as some bleeding from 
the bowels. He was admitted to this hos- 
pital some eight months ago with the his- 
tory of recent hemorrhage and enlarge- 
ment of the abdomen. On examination he 
was found to have the characteristic type 
of anemia with leucopenia, spleno-hepat- 
icomegaly with ascites, characteristic of 
Banti’s syndrome. Paracentesis was done 
and several liters of transudate with- 
drawn. Remarkably, ascites has not re- 
curred. We see him today with the fol- 
lowing blood picture: 
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evidencing adequate bone marrow activ- 
ity. Splenomegaly is marked. Shall we 
recommend operation? Yes, exploration, 
although the history of ascites suggests 
cirrhosis already has occurred. There is 
now no evidence of portal obstruction; 
there is enlargement of the left lobe of 
the liver; and disabling anemia persists 
in spite of normal erythropoiesis. If the 
spleen is removable without too great haz- 
ard, recalling the ability of the liver to 
regenerate, one is justified in anticipating 
a favorable result, even now. Of course 
the outlook is not as good as it would have 
been five years ago. One must expect great 
difficulty at operation in this case because 
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of the high position of the spleen, and the 
probability of extensive adhesions. 


Von Jaksch’s anemia, Gaucher’s disease, 
and perhaps refractory chronic recurrent 
malaria with splenomegaly, might be 
placed in the same category with splenic 
anemia. 


_ The second group of cases, hemolytic 
icterus, congenital or acquired, will be il- 
lustrated by a single brief report. 


E. H. A., an eighteen-year-old white 
male, entered my service January 4, 1932, 
with a history of continuous jaundice 
since the age of eleven, punctuated with 
remissions and exacerbations, the latter 
associated with severe abdominal pain and 
digestive disturbances. No family history 
of importance could be elicited. The con- 
dition seems to have had its onset in a 
severe acute abdominal crisis with jaun- 
dice, and the latter has persisted. 

Upon examination this boy was jaun- 
diced, anemic, and the spleen was enor- 
mously enlarged. 

The composite blood picture was as fol- 
lows: 


Hb. . 50%-56% 
== 3,250,000-3,860,000 
Reticulocytes 15.3%-18.8% 
WBC —— 6,100-8,200 
a ; 60%-76% 
E. sditud .0%-4% 
ees ore . .24%-36% 
Thrombocytes em280,000 


5-8 minutes 


Coagulation time 
2.5-3 minutes 


Bleeding time 
Clot retraction, normal 
Fragility of red cells, increased 
Red cells smaller than normal 
BLOOD CHEMISTRY 
48 mg. per cent 
Cholesterol 150 mg. per cent 
Serum calcium 12 mg. per cent 
Glucose tolerance test 91 mg., 158.8 mg., 
136 mg. 
Icteric index 
Van den Bergh: 
Direct, no reaction 
Indirect, 5-14 units, 2.5 mg., 7.9 mg. 
Urine essentially normal 
Basil metabolism plus 14.5 
X-ray of bones revealed the character- 
istic findings of the hemolytic anemias. 


The diagnosis was obvious. In view of 
the continuous ill-health and recurrent se- 
vere episodes, and the fact that there were 
ample evidences of activity of bone mar- 
row as well as excessive activity of the 
spleen, it was my judgment he should 
have a splenectomy. My surgical col- 
leagues concurred, and he was transferred 
to the surgical service of Dr. R. M. How- 
ard who did a splenectomy March 3, 1932. 
The result was as predicted. By March 


N.P.N. 


20-35 units 


10 the red count was normal; on April 
1 it reached its peak of 5,820,000; on Jan- 
uary 15, 1934, it was 5,390,006. His red 
cells are still more fragile than normal; 
the N. P. N. is still slightly elevated, but 
his general health is excellent. I present 
him today as an example of what may be 
accomplished by surgery in this type of 
case. 


An interesting side light on this case is 
that he is one of the few cases of this 
condition complicated by genital and skel- 
etal infantilism, and the only one in which 
both the hemolytic anemia and the infan- 
tilism have been corrected. But this phase 
will form the basis for another report. 


Splenectomy has been recommended in 
the very similar condition of sickle cell 
anemia of negroes. Both favorable and 
unfavorable results have been reported; 
as well as one can determine from the re- 
ports, those who have responded favor- 
ably have been the cases with splenic en- 
largement. My small group consists of 
cases without splenomegaly, and I have 
not recommended splenectomy; however, 
as one can offer them nothing better, and 
as the ultimate prognosis is universally 
bad, I see no reason why splenectomy 
should not be offered the victims of this 
mysterious malady. 


It is in the final group, in my opinion, 
where errors of judgment most frequent- 
ly occur and tragedies result. 

Purpura hemorrhagica is a symptom. 
In many instances it is associated with 
thrombocytopenia. This is spoken of as 
thrombocytopenic purpura. This phenom- 
enon is a frequent accompaniment of the 
blood dyscrasias; it is the common occur- 
rence in the terminal stages of the leu- 
cemias, sometimes pernicious anemia. It 
is a common manifestation in acute infec- 
tious or toxic conditions. It is my opin- 
ion, based on observation of a large se- 
ries of cases, that the patients in whom 
purpura is associated with the blood dys- 
crasias mentioned will die, whatever is 
done; the acute cases associated with in- 
fections and toxemias will recover in a 
vast majority of cases without special 
treatment, or in spite of it, unless they 
die of the causative condition. In these 
cases of symptomatic purpura transfu- 
sion is the therapy of choice if any treat- 
ment of the hemorrhagic condition is re- 
quired. 

The bone marrow has three functions: 
The formation of thrombocytes, erythro- 
cytes, and granular leucocytes. Any one; 
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or two, or all three of these functions may 
be depressed, and to the extent that they 
are depressed we are dealing with impair- 
ment of myeloid function. Of these func- 
tions, that of thrombocytopoiesis is most 
frequently involved, and fortunately so; 
for it seems to be the least vital and the 
one that recovers most quickly and easily. 
When this function alone is depressed, and 
to the extent that only 40,000 or fewer 
platelets appear in the circulating blood, 
petechial hemorrhages are likely to ap- 
pear. For the most part these cases re- 
cover spontaneously, without treatment, 
or with transfusions. 


If one or the other of the remaining 
functions of the bone marrow be involved 
the condition becomes more serious. There 
may be a progressive anemia with low 
percentage of reticulocytes as well as ab- 
sence of other signs of activity of the bone 
marrow. This means a grave situation 
and indicates definitely myeloid insuffi- 
ciency. The same may be said with ref- 
erence to the granulo-cytopenia which is 
sometimes associated with thrombo-cyto- 
penia. If all three functions are depressed 
we are dealing with aplastic anemia which 
is almost universally fatal; and it is in 
connection with this condition that mis- 
takes in diagnosis are most often made 
and disastrous operations undertaken. A 
brief case report will illustrate the point: 

A fifty-one-year-old man was perfectly 
well until four weeks before admission to 
the hospital. Onset had been insiduous 
with pains in extremities, tenderness over 
sternum, hemorrhages from gums and 
gastro-intestinal tract, and petechial hem- 
orrhages diffuse over body. Physical ex- 
amination revealed pallor, purpuric phe- 
nomena, no splenomegaly. Temperature 
high. Red count around 2,500,00, Hb. 
50%; no reticulated cells; platelet count 
around 25,000. White count varied from 
14,000 to 26,000, with neutrophilic leuco- 
cytes varying from 0% to 4%. All the 
evidence pointed to culpability of the bone 
marrow, not of the spleen. Notwithstand- 
ing this, splenectomy was done. The pa- 
tient died of hemorrhage. 

I am showing you an identical case to- 
day except for the petechiae—a man of 
about thirty years, with profound anemia 
without reticulocytosis, thrombocytopenia, 
leucocytosis with marked granulocytope- 
nia. He will die* in a few days or weeks 
in spite of what may be done. He has all 
the evidence of myeloid insufficiency. 
Splenectomy is definitely contraindicated. 


*This patient died within two weeks. 





Now, finally, there is a small group of 
cases in which splenectomy offers most 
brilliant and dramatic results, a group 
which must be most carefully differen- 
tiated from the cases just described. 


Aside from bone marrow insufficiency, 
thrombocytopenia may result from de- 
struction of platelets. It appears to be 
well established that the platelets normal- 
ly are removed from the circulation by the 
reticulo-endothelial cells, particularly of 
the spleen. As is true with other organs, 
hyperactivity of the spleen is associated 
with hypertrophy of the organ. Conse- 
quently, if the thrombocytopenia is due to 
increased destruction of the thrombocytes 
one is justified in expecting enlargement 
of the spleen. 


A brief case report will illustrate this 
group of cases: H. B., a five-year-old 
white boy, was admitted to the hospital 
March 9, 1933. Four months before he 
was supposed to have had “flu,” during 
the course of which he had nose bleed. Re- 
covery seemed complete, but in about a 
week epistaxis again appeared. These at- 
tacks occurred at intervals for two months 
as the child grew progressively weaker. 
During this period it was noted that the 
skin showed bruises more readily than 
is normal. Hemorrhagic spots would ap- 
pear spontaneously. 


Upon admission in addition to moder- 
ate anemia there was evidence of active 
blood regeneration, as will be seen from 
the following composite blood picture: 





Seer 
RBC WWW... 1,750,000-4,410,000 
Reticulocytes  _ 3.8 %-5.1% 
Thrombocytes —......20,000-30,000 
Coagulation time 3 min.-7 min. 
Bleeding time . 20 min. 
| a 
a 
N. .~52%-82% 





Purpura was marked. Splenomegaly was 
not noted; but when I first saw the case 
on March 29, splenic enlargement was def- 
inite. At that time I recommended con- 
servative management with transfusions 
because of the acuteness and the recent 
onset, at the same time suggesting that 
splenectomy later might have to be re- 
sorted to. 

During the next two months the condi- 
tion fluctuated, but in general seemed to 
be progressive, the platelets remaining 
low, the red count remaining about the 
same, but always with a high reticulocyte 
percentage, around 5 per cent; and a nor- 
mal leucocyte and differential count. On 
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April 21 it was my opinion splenectomy 
should be done. On May 13 it was decid- 
ed to give some x-ray therapy over the 
long bones, which was done, a procedure 
which I believed to be contraindicated, for 
the reason that insofar as could be deter- 
mined the bone marrow was in no way or 
degree at fault, and there was the addi- 
tional danger of depressing bone marrow 
function. X-ray therapy more logically 
could have been aimed at the spleen, with 
some hope of success. 


On June 14 Drs. Clymer and Collins ac- 
cepted for operation. On that date the 
hemoglobin was 63 per cent, RBC 3,020,- 
000, platelets 20,000. Operation was un- 
dertaken with fear and trembling on June 
15. The result was dramatic beyond any- 
one’s hope or expectation. Almost imme- 
diately improvement in the hemorrhagic 
condition was noted. By June 19 the blood 
picture was as follows: 

















Hb. 74% 
RBC 4,410,000 
Reticulocytes _ ee 0.5% 
Thrombocytes —._____...470,000 
Coagulation time —.—._____4_ min. 
Bleeding time 3 min. 
Wee at 7,400 
N 74% 





I had expected to have this case here to- 
day for demonstration but he was pre- 
vented from appearing because of measles 
in the family. 


There is another case of splenomegaly 
which I am privileged to show you and 
consider whether the spleen should be re- 
moved. This condition you will recognize 
from the three classical findings, namely, 
splenomegaly, red cyanosis and polycythe- 
mia. Note the almost cherry redness of 
the hands and of the face, the cyanosis 
of the lips, the nose and the lobes of the 
ears ; the spleen reaches almost to the crest 
of the ilium and to the mid line. The red 
blood cell count in round numbers is 8,- 
000,000, the hemoglobin 140 per cent. He 
has all the associated symptoms of poly- 
cythemia rubra vera or Osler-Vaquez dis- 
ease. Should his spleen be removed? There 
is evidence of bone marrow hyper-activ- 
ity and there is hypertrophy of the spleen. 
I believe the splenomegaly is compensa- 
tory. Two functions of the spleen are the 
destruction of the red blood cells, and the 
furnishing of a reservoir to accommodate 
the excess of blood, although the latter 
statement has been questioned. Both func- 
tions in this case apparently are neces- 
sarily hyper-active in order to take care 
of the excess blood formed by the bone 
marrow. Some evidence of this is found 


in the fact that the size of the spleen 
was appreciably diminished when vene- 
sections (500 cc.-400 cc.) were done. So to 
remove the spleen in such a case would 
deprive the patient of his sole compensa- 
tory apparatus. 


SUMMARY 


In summary, then, when confronted 
with the question of the removal of the 
spleen, three questions arise: 


1. Is there evidence of bone marrow ac- 
tivity? If not, operation is certainly not 
indicated. If the bone marrow is active— 


2. Is the spleen probably responsible for 
the condition present? The most accurate 
index of splenic pathology is enlargement; 
the second, evidences of excessive hemoly- 
sis. 

3. Does the patient’s condition warrant 
operation? 

If the answer is “yes” to all three ques- 
tions, splenectomy is indicated. 


Three conditions offer excellent prog- 
nosis following splenectomy; all three 
meet the requirements set out above: 


1. Splenic anemia before Banti’s syn- 
drome is fully developed. 


2. Hemolytic icterus which is causing 
chronic ill-health. 


8. Chronic or recurrent thrombocyto- 
penic purpura, especially if splenomegaly 
exists, when the life of the patient is re- 
peatedly jeopardized. 


Except in cases of trauma splenectomy 
is probably never an emergency. Several 
cases present are illustrative of these con- 
clusions. 


1. Wilkie, David P. D. Splenectomy, Its Indica- 
tions and Technic. American Journal Surg., 14 
340 (Oct.), 1931. 
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THE ENDURING ACHIEVEMENTS OF SIR 
CHARLES BELL 








Henry W. Woltman, Rochester, Minn (Journal A. 
M. A., Aug. 18, 1934), in discussing the life and 
work of Charles Bell, states that it was not only 
Bell's determined wish to carry forward the work 
of the Munros and the Hunters but that he felt that 
it was also his duty, and that he not only toiled 
industriously but with an all-consuming passion. Like 
the other Scots of London, he achieved fame, and he 
shared their traits. The author presents the salient 
points, as he sees them, from Bell's “Idea of a New 
Anatomy of the Brain.” Herein Bell anticipates the 
later discoveries of cerebral localization. He states 
clearly what is now referred to as “the doctrine of 
specific nerve energies.” The author discusses further 
Bell's various achievements in the physiology of the 
nerve system: Bell's palsy, external respiratory nerve, 
sign, muscle sense and Bell as teacher and clinician. 
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IMPORTANT PHYSICAL AND BIOLOGICAL PRINCIPLES 
IN RADIATION THERAPY 





RALPH E. MYErs, M.D. 
OKLAHOMA CITY 





It sometimes seems that those who fol- 
low special fields in medicine occasionally 
read papers which are calculated to prop- 
erly impress their fellow practitioners 
with the intracacies of their specialty. I’ll 
admit that my subject sounds like a rath- 
er formidable one. However, I assure you 
that the basis of logical radiation therapy 
is built around easily understandable facts 
om concepts. To these I shall confine my- 
self. 

I believe it is axiomatic that the medical 
profession will wage a better fight against 
cancer in proportion to the improvement 
in general knowledge, not only regarding 
diagnosis, but also in relation to the prob- 
lems of treatment, both by surgery and 
radiation therapy. I have been stimulated 
to write this paper by the erroneous ideas 
in regard to radiation treatment with 
which I frequently come in contact; ideas 
which are sometimes transmitted to pa- 
tients by the referring doctor and which 
often cause misunderstandings. Occasion- 
ally patients come to me who have been 
treated elsewhere by methods which vio- 
late both physical and biological princi- 
ples. Usually such treatments have been 
given by one who perhaps uses radium as 
a side issue to a rather general practice, 
but sometimes men of apparent experience 
seem to have lost sight of fundamental 
facts. 

Unfortunately the wherewithal to buy, 
and not experience in its use, determines 
whether or not one can possess radium. 
Equally unfortunate is the apparent fact 
that some seem to feel the possession 
of radium confers upon them the Midas 
touch, with the result that sometimes its 
field of use is extended quite beyond its 
field of usefulness. 


™~ You are doubtless all aware that the 
Gamma rays of radium are much harder 
(shorter) than the Roentgen rays, even 
when a voltage of 200 Kv. is used. This 
means that a much higher percentage will 
be able to pass through the minute inter- 
stices which exist in all kinds of matter. 
In other words, much less absorption of 
Gamma rays than of x-rays will occur 
while passing through a certain distance 
of any substance such, for example, as 
body tissue. As one increases voltage the 


x-rays generated approach more and more 
closely to Gamma rays in hardness and 
accordingly in penetrability. In fact, if 
sufficiently high voltage can be used in 
generating x-rays, we would have the 
equivalent of Gamma rays. This explains 
the recent experimentation which has been 
going on in this country with voltages of 
700 Kv. and even higher. 

_In spite of the much greater penetra- 
bility of Gamma rays over that of the x- 
rays ordinarily used in treatment, there 
is another fundamental physical concept 
which apparently is frequently lost sight 
of, but which very much restricts the log- 
ical use of radium. As we all know, the 
intensity of light varies inversely as the 
square of the distance from its source. 
The same law, of course, applies to the 
shorter wave lengths which we are dis- 
cussing. Unfortunately, Gamma rays are 
generated so slowly that it is financially 
impossible to get enough radium together 
so that one can afford to place it at a dis- 
tance from the body which is at all com- 
parable to the distance commonly used in 
case of x-rays. When dealing with super- 
ficial lesions we are not interested in dis- 
tance, but in the case of deep-seated le- 
sions, unless we do use quite a little dis- 
tance, a small area of skin must receive 
the dose which necessarily is distributed 
over a much larger area inside the body. 
Under such circumstances the cancer eith- 
er receives an insignificant dose or else 
the skin suffers a most severe reaction. 


Perhaps I can make my point clearer 
if I illustrate it by considering a specific 
lesion such as cancer of the tongue. This 
is frequently treated by some form of lo- 
cal application of radium around the site 
of the lesion and in addition a cross-fire 
radiation treatment from the outside. In 
the average individual the distance from 
the outside of the jaw to the center of 
the tongue is at least two inches, frequent- 
ly more. With the ordinary amount of 
radium available, except in the large can- 
cer centers, the rate of generation of Gam- 
ma rays is so slow that one can hardly 
afford to use a distance of more than one 
inch. Certainly two inches would be the 
absolute limit. If the distance from the 
skin was one inch, then the distance from 
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the radium to the center of the tongue 
would be three inches. Squaring these 
two figures, we find that the intensity of 
the rays reaching the center of the tongue 
is only 1-9th, or 11 per cent of that on 
the skin. This is making no allowance for 
absorption, which would be slight. In case 
a two-inch distance was used, even then 
the intensity at the center of the tongue 
could not be more than 25 per cent the 
intensity on the skin. X-rays are gener- 
ated so rapidly that we can well afford 
a skin target distance of 25 to 30 inches. 
Even though the x-rays generated at 200 
Kv. are much more easily absorbed than 
Gamma rays, it is possible by using such 
distance to deliver 65-70 per cent as much 
intensity to the center of the tongue as is 
attained on the area of skin through which 
the rays pass. 

Undoubtedly it is much more common- 
place to have a patient lie under a stream 
of x-rays than it is to fasten some radium 
on his face, especially if in the latter case 
we tickle his vanity a little by telling him 
how many thousand dollars he is carrying 
around with him and how we trust him 
with it. By properly using the magic 
“radium” we can doubtless also persuade 
him to put a higher value on our services, 
but as for the cancer cells, they will still 
respond only to efficient radiation. 

Perhaps some of you will ask whether 
or not the shorter wave lengths are not 
more potent in destroying cancer cells 
than the longer ones. There is still room 
for experimentation before this can be an- 
swered with absolute certainty. However, 
evidence thus far available does not indi- 
cate such is the case. Packard’ recent- 
ly tested the effect of a wide range 
of x-ray beams (generated with a voltage 
of 12 Kv. up to 550 Kv.) on fly eggs and 
also on mouse tumor 180. He could detect 
no appreciable difference with the various 
wave lengths used.’ It seems hardly rea- 
sonable to expect that further shortening 
of the wave length would bring any change 
in these results. 

In my discussion of the biological side 
of this question my conclusions will be 
more closely applicable to epithelial than 
to other types of tumors, and more to in- 
ternal than external growths. 


It has long been known that the body 
tissues exert various types of reaction 
in the presence of the cancer process." 
In front of the growing margin of car- 
cinoma cells we commonly see large num- 
bers of lymphocytes and plasma cells. 
Often cancer stimulates a very marked 


production of fibrous tissue. While inef- 
fective, these are doubtless nature’s re- 
actions against the disease.‘ One of the 
effects of radiation therapy is to enhance 
some of these processes. In addition; it 
causes an endarteritis which tends to shut 
off the blood supply. But by far the most 
important effect of radiation is the more 
or less selective lethal action on the can- 
cer cells themselves. 


In the early days of x-ray treatment, 
when dosage was uncertain, safety de- 
manded a fractional type of treatment. 
That is, treatments given with intervals 
of days, or weeks. Although many exter- 
nal malignancies were cured by this 
method, it is quite obvious that the inten- 
sity was never sufficient to go very far 
in cancer therapy. Often the growth be- 
came more and more radio-resistant until 
even a very intensive treatment could have 
no palliative effect. 

With the advent of the Coolidge tube 
and better x-ray machines, dosage became 
much more accurate. About the same time 
a considerable knowledge of the action of 
radium was also being acquired. This nat- 
urally resulted in more intensive treat- 
ment accompanied by better results. 

Shortly after the war when we were 
hearing wondrous tales of what the Ger- 
mans were doing with their high volt- 
age x-ray machines, two Germans “, ‘, 
Seitz and Wintz, began talking about a 
“sarcoma dose” and a “carcinoma dose’’. 
Generally speaking, sarcoma is rather un- 
responsive to radiation, but their “car- 
cinoma dose” was not so fanciful. In fact, 
it seems quite certain today that any can- 
cer can be destroyed if it is possible to 
administer a dose of sufficient intensity 
to all of the cancer cells. The important 
question is, can such a dose be adminis- 
tered without causing too great damage 
to normal tissue. Unfortunately, there is 
a more or less unpredictable variation in 
susceptibility of different cancers to radi- 
ation therapy. A small percentage of car- 
cinomas will be cured by a dose of ra- 
diation decidedly below that which will 
have any marked effect on normal tissue. 
The majority, however, do not exhibit 
such radio-sensitivity. Instead, they show 
a variability of resistance to radiation up 
to the point where they are affected lit- 
tle, if any, more than norma! tissue. 

Since we cannot very accurately predict 
in advance the radio-sensitivity of a giv- 
en tumor, we must in every case endeav- 
or to administer the maximum dose that 
we feel we dare give. In other words, if 
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we are interested in curing as many cases 
as possible, we must carry our radiation 
to as great an intensity as we can without 
doing serious damage to the surrounding 
normal structures. If we overstep the 
bounds, we may cause severe suffering 
and other untoward results, but on the 
other hand, with inefficient radiation we 
can gamble away the last possible chance 
of a cure. 

The “carcinoma dose” of Seitz and 
Wintz was an outgrowth of a rather in- 
adequate experience built on some of the 
concepts which I have just expressed. At 
any rate, sufficient truth was evident that 
it spelled the end of fractional dosage and 
turned our attention to massive dosage. 
For a time many believed that the best 
method of treatment was to get the re- 
quired dosage in as fast as possible. How- 
ever, the severe systemic reactions fre- 
quently obtained proved a deterrent fac- 
tor, so that radiologists began to give 
their massive doses more slowly. 

About this time, due to the work of Re- 
gaud' and others, the theory began to 
evolve that cancer cells, like seminal epi- 
thelium, are actively multiplying cells 
which are more vulnerable to radiation 
during the period of mitosis. With this 
concept the logical thing then to do was 
to keep up a more continuous but pro- 
longed radiation reaction of low intensity 
in an effort to catch all of the cancer cells 
during this vulnerable stage. At first this 
idea was chiefly applied to radium treat- 
ment, the radium being heavily filtered 
and used in small quantities. Later, large- 
ly as a result of the work of Coutard’, 
much the same idea has been applied to 
x-rays. 

The massive dose idea has not been 
thrown in the discard—quite the contrary. 
The dose is really more massive than it 
was before and in the end produces a fair- 
ly severe reaction. However, when given 
rather slowly, the differential between the 
effect on normal and cancer tissue seems 
to be increased over that evident in the 
short treatment. In other words, normal 
tissue recovers more rapidly from the ef- 
fect of radiation than does cancer tissue 
with the result that by this method, so- 
called protracted treatment, there is a bet- 
ter chance of a lethal dose to the growth 
without overstepping the bounds of safety. 

Before ending my discussion of the 
progress made in radiation therapy and 
the changing ideas regarding treatment, 
I am sure you will want to hear something 
about the very high voltage x-ray ma- 


chines which are being used in a few 
places now. As yet, insufficient experi- 
ence has been gained so that definite con- 
clusions can be drawn. Some men think 
they have seen enough to warrant con- 
siderable optimism. At Memorial Hospi- 
tal where they have been using 700 Kv. 
for about two years, they still wish to re- 
serve judgment. When asked in regard 
to changes noted as compared to 200 Kv., 
they said it was quite evident that they 
could produce the same internal reaction 
with less effect on the skin than was the 
case with the lower voltage. This is what 
one would expect from the greater pene- 
trability of the shorter wave length. It 
will obviously be some time before it will 
be known how much, if any, advance in 
treatment can be made by such high volt- 
ages. 

When speaking of dosage, however we 
express it, we are primarily concerned 
with the decree of the biological reaction. 
We have long spoken of an erythema dose, 
and while such a dose varies quite a lit- 
tle in the hands of different men, and in 
the case of different patients, I am sure 
we will continue to think in terms of it. 
A few minutes ago I mentioned the varia- 
tion in the susceptibility of carcinomas 
to radiation therapy.’ Figuring on the ba- 
sis of erythema doses a small percent- 
age will respond to an intensity of reac- 
tion which is not more than two to four 
times the amount necessary to produce a 
faint erythema on the skin in the average 
individual. The majority of carcinomas, 
however, require much heavier dosage to 
destroy them. This dosage may run as 
high as seven to ten erythema doses—an 
amount which, under many conditions, 
cannot safely be given. 

At this point let us turn our attention 
to what some of these limiting factors 
are. The uterus is especially suitable for 
radium treatment, and fully as important ; 
it is a non-vital structure. On the other 
hand, a large number of internal cancers 
occur in vital structures or where vital 
structures would come in the path of 
treatment. Even if radium could be ap- 
plied directly to the lesion, it would be 
out of the question to carry the reaction 
to a very high intensity. Cancer of the 
stomach is a good example of this. A ma- 
lignancy here cannot be given a very 
heavy dose. Furthermore, it will very 
rarely respond to the amount of radia- 
tion which can safely be given. 

Another very important point is the size 
of the area to be treated. If this is small, 
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we have a much better chance of admin- 
istering the required dosage to destroy the 
cancer than if it is large. In the first 
place, treatment over a large area is like- 
ly to produce a profound systemic reac- 
tion as evidenced by nausea, vomiting, etc. 
Such symptoms, generally speaking, de- 
crease in severity in proportion to the de- 
crease in size of the area. Another im- 
portant point is the endarteritis produced 
by radiation, a fact which I have already 
mentioned. If the severe disturbance of 
blood supply is limited to a small area 
while in the surrounding tissue it is lit- 
tle, if any, impaired, one need have lit- 
tle fear of untoward results. After a cer- 
tain amount of dead tissue has sloughed 
out or been absorbed, nature will re-es- 
tablish a blood supply from the surround- 
ing healthy blood vessels. Perhaps I should 
mention an exception to this rule. One 
should always treat cautiously any area 
where there is a scar. Here the blood sup- 
ply is already impaired. If much radia- 
tion endarteritis is brought about, an ul- 
cer will be produced which will be very 
slow to heal. 

Before passing on I wish to consider 
post-operative radiation for cancer of the 
breast in the light of the points just 
brought out. Of course, the indication for 
such treatment is the frequency with 
which the malignancy has spread beyond 
the operative bounds. Accordingly, radi- 
ation seems hardly justifiable unless a 
much larger area is taken in than was 
covered by the operation. With such a 
field to treat and with a large operative 
scar present, it is quite out of the ques- 
tion to produce a very severe reaction. Ac- 
cordingly, if cancer cells are left follow- 
ing the operation, there is little chance of 
more than retarding their growth except 
in the exceedingly few cases where the 
cancer is very radio-sensitive. Simple log- 
ical reasoning indicates that post-opera- 
tive radiation for cancer of the breast 
should not have very much to offer in the 
solution of this problem. 

While small doses of x-ray often prove 
very beneficial in certain acute and chron- 
ic infectious processes, heavy radiation is 
decidedly contraindicated in such condi- 
tions. This is due to the lowering of tis- 
sue resistance which is thus brought 
about. Accordingly where infection exists 
with carcinoma, steps must be taken to 
clear up the former before active radia- 
tion is begun. This problem is frequently 
confronted in well advanced carcinoma of 
the cervix and sometimes in case of ma- 
lignancies around the mouth. Unless the 


infection can be cleared up, the carcinoma 
will respond poorly and there is danger 
that the infection may be spread by the 
treatment. 

Unfortunately there is another factor, 
especially prevalent in these times, which 
often makes adequate dosage a precarious 
thing to administer. One does not pro- 
ceed far in the field of radiation therapy 
before he discovers that considerable 
loose talk about x-ray and radium burns 
can emanate from certain members of his 
own profession who are frequently also 
members of the State Medical Associa- 
tion. As always, the garrulousness of such 
individuals follows the inverse square law 
in relation to their knowledge of the sub- 
ject. Since patients are unaware of this 
fact, it sometimes appears to be the bet- 


-ter part of valor to administer the maxi- 


mum dosage, when indicated, only to a se- 
lected group of patients. 

No physician should ever use the term 
x-ray burn unless he intends to make trou- 
ble. If such are his purposes, he should 
not be allowed to longer remain a member 
of organized medicine, providing he al- 
ready is one. When a competent radiolo- 
gist produces rather severe changes in the 
skin or elsewhere in an intelligent effort 
to eradicate a malignant growth, such 
changes are properly termed reactions and 
should be spoken of only as such. 


I shall now cite some cases from which 
I hope to illustrate a few of the points 
brought out: 

Mrs. B. H. had a subtotal hysterectomy 
performed a little over seven years ago. 
The pathological examination revealed a 
carcinoma of the body of the uterus. She 
was advised to have some radiation treat- 
ment as soon as she recovered from the 
operation. However, because of the fear 
of great expense this advice was not fol- 
lowed. After a few months she began to 
bleed from the cervical stump; this com- 
pelled her to seek relief. She came to me 
in July, nearly seven years ago. While the 
cervix didn’t look very bad, | visioned 
some malignancy sprinkled around the pel- 
vis and thought only palliation was in 
store for her. Fearing some intestines 
might be very close to the base of the cer- 
vix, a moderate dose of radium was ap- 
plied. (1 have learned since that it is not 
necessary to be so cautious.) However, 
she was cross-fired very heavily with 
x-rays from four portals of entry. Since 
she was a very large woman, this could 
not have produced a very intensive reac- 
tion in the pelvis. To my great pleasure 
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and surprise this woman got well and has 
had no recurrence up to the present time, 
nearly seven years. She must have had a 
type of cancer which was very radio-sen- 
sitive. 

Two years ago a white male, with a can- 
cer of the jaw, applied for treatment. He 
stated that he had elsewhere received 
x-ray and radium treatments every two to 
six weeks for several months, but felt that 
he had gradually gotten worse. He said 
the radium treatments had been applied 
both inside and outside of his mouth. 
When he came to me it seemed evident 
he was losing ground rapidly. 

Apart from the method used and the 
little or no palliation which had been pro- 
duced, the simple fact that the treatments 
had been repeated so often with intervals 
between shows that at no time could there 
have been a reaction of much intensity. 
When a radiation reaction is carried to a 
sufficient intensity to warrant hope of a 
cure, it is not advisable to repeat it for 
from four to six months. In this case the 
frequent treatments had made the cancer 
so radio-resistant that even a massive 
dose could not have accomplished any- 
thing. Needless to say, there was no temp- 
tation luring me to take over this case. 

Another recent case, a moderately ad- 
vanced carcinoma of the cervix illustrates 
another point. This patient was referred 
to me two months after she had an initial 
dose of radium. While this dose was not 
very large, it had so contracted the vag- 
inal vault by the time I saw her that it 
was impossible to expose the cervix. She 
had probably become somewhat radio-re- 
sistant, but in addition, the contractile 
changes had made it impossible to produce 
any very marked radiation reaction; such 
reaction had to be accomplished almost 
wholly by x-rays. As one might expect, 
not even a very satisfactory palliation was 
obtained. 

At the present time the American Med- 
ical Association, through its council on 
Medical Education and Hospitals, is at- 
tempting to set certain standards fdr the 
practice of radiology. This is a very laud- 
able aim and will doubtless help to put 
this specialty on a higher plane. Such ef- 
forts at regulation, however, can only 
partly solve the problem of more efficient 
radiation therapy. The great advance 
must come from a better general knowl- 
edge of this subject on the part of the av- 


erage physician. 
230 Osler Building. 
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Discussion—Dr. M. B. Lhevine, Tulsa, 
Oklahoma. 


Mr. Chairman: Dr. Myers presented a 
very interesting and stimulating paper, 
and presented a difficult subject in a mas- 
terly manner. I have very little to add to 
this paper. I would like only to emphasize 
a few points. 

First, as to the practicability of the 
higher voltages in the treatment of malig- 
nancies. This is yet a mooted question as 
to the value in the use of super voltage 
x-ray apparatus and radium packs. The 
biologic effect of large masses of radium 
and superpowered x-ray apparatus is not 
known as there are no definite biological 
results from the use of the latter on hu- 
man beings as yet reported. 


Dr. Carter Wood of New York claims 
that proper radiation with x-ray produced 
of 200 Kv. maximum voltage is equal to 
that given by the usual radium pack, is 
less hazardous biologically and even more 
beneficial than the proposed x-ray pro- 
duced by supervoltage. 


Dr. Myers calls attention to the radio 
sensitivity of different types of tumor and 
the intensity of the dose. The law of Ber- 
gonie and Tribondeu which was found to 
have a uniform application stated that tu- 
mors composed of rapidly multiplying 
cells, especially those of embryonal type 
and particularly those of the lymphoid 
group, are highly susceptible to radiation, 
because of the rapid multiplication of 
cells, loose structure and active metabol- 
ism. The adenocarcinomas and adenomas 
of glandular origin long tend to produce 
orderly glandular structures that resist 
radiation. Finally sarcomas of osteogenic 
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origin, all of which yield much intercel- 
lular material which resists radiation. The 
general condition of the patient has an im- 
portant influence on the behavior of the 
tumor under treatment. There is a defi- 
nite relation, not always uniform between 
grades of malignancy and radio sensitiv- 
ity. All these matters require careful eval- 
uation before radiation therapy can be in- 
telligently conducted and its results pre- 
dicted. A most important and remarkable 
phenomenon is the acquired resistance to 
radiation following successive inadequate 
dosage. 

To the radio therapeutist a knowledge 
of the grades of malignancy and radio- 
sensitivity is of the first importance. 
Knowing what radiation can or cannot 
accomplish, he will have a sound basis 
for planning treatment, both as to inten- 
sity of dosage and scope of the field to 
be irradiated. He will not attempt to de- 
stroy squamous carcinoma or osteogenic 
sarcoma with half erythema dose of ex- 
ternal radiation. 

Before I close my discussion I want to 
say a few words about treatment of can- 
cer of the breast. 

Preoperative irradiation has been jus- 
tified on four grounds: 

1. The classical experiment of Murphy 
and others in which cancer tissue grafted 
under the skin in a region previously sub- 
mitted to an erythema dose of irradiation 
failed in a high percentage of cases, 
whereas, a fragment taken from the same 
tumor and given “cancer dose” of irra- 
diation, grew as well as no irradiation 
graft when imbeded under the skin of an- 
other mouse. 

2. Preoperative irradiation permits the 
taking of a biopsy without the risk of 
speeding up the malignant process or of 
implanting tumor cells in the skin wound. 

3. Practical experience shows improve- 
ments in result. 

4. By diminishing peri-tumeral infiltra- 
tion may make an inoperable condition op- 
erable. 

Postoperative irradiation is claimed to 
destroy cancer cells left behind at opera- 
tion or not yet visible as metastasis. It is 
true that the rays may so lower the re- 
sistance of healthy tissues as to permit 
their being rapidly overrun by the cancer 
process. To guard against this, the pa- 
tient’s blood must be frequently checked. 
The most serious charge against post-op- 
erative irradiation of breast cancer is that 
of damaging the lungs. At present, safety 


is found in fractional dosage and as far 
as possible tangential irradiation. 

There is no question as to its beneficial 
effects in local and distant recurrences, 
and in inoperable cases where it can pro- 
long life and make the patient more com- 
fortable. 





CLOSING DISCUSSION: Dr. Ralph E. Myers. 

In closing, I wish to emphasize the fal- 
lacy of giving x-ray or radium treatments 
with appreciable intervals between. In 
1924, in a paper read at Chicago, Dr. Re- 
gaud of the Curie Hospital spoke as fol- 
lows: 

“The observations on human cancers, 
treated by radiation, have revealed anoth- 
er most important conclusion: The pro- 
gressive decrease in radiosusceptibility of 
the cancer cells treated by repeated non- 
sterilizing irradiations. These ineffective 
irradiations will finally bring a necrosis 
of the treated region. This well-estab- 
lished fact forces us to adopt the rule of 
the single protracted treatment in human 
cancer.” 

This principle of treatment is accepted 
today by the leading radiologists as it was 
at that time. The changes which have been 
made are in the direction of greater in- 
tensity and of longer duration. 

Only recently a method of treating cer- 
vical carcinoma was brought to my atten- 
tion in which series of treatments were 
given at six weeks intervals with the ra- 
dium treatment being separated from that 
of the roentgen rays. Obviously this viol- 
ates the principles laid down above. The 
two types of treatments should be given 
together because by so doing the desired 
reaction is extended over a wider area. 
If the reaction is sufficiently intense to 
destroy the cancer, there is no need of fur- 
ther treatment. If it is not, the addition 
of more treatment after a period of six 
weeks will only make the cancer cells more 
radio-resistant and at the same time in- 
crease the damage to normal tissue. 

Further progress in the cure of cancer 
can still be made with radium and the 
present 200 Kv. x-ray machines. This 
progress must come, however, from those 
who thoroughly understand the principles 
which underlie this type of treatment and 
who, therefore, can intelligently and with 
a reasonable degree of safety produce 
more intense reactions than are common 
today. Under-treatment rather than over- 
treatment is the present more prevalent 
error. 
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This article is dedicated to the memory 
of an eminent surgeon through whose 
tragic death in an aeroplane accident last 
Fall the medical profession and the peo- 
ple of the world have been deprived of a 
peculiarly unique and most remarkable 
professional service. I refer to Dr. Robert 
C. Coffey, of Portland, Oregon. 


Dr. Coffey and I were born in the same 
year and in the same state, but that is 
not why I speak of him here. We were 
students together in the same school, but 
that alone would not make it appropriate 
for me to speak. We were friends for 
many years, but even that, notwithstand- 
ing the store that I place upon it, is not 
the principal reason for my efforts to pay 
a tribute to his memory. No, it is not be- 
cause we were born in the same state, nor 
because we studied medicine in the same 
school, nor yet because of the tender mem- 
ories of a friendship that has done much 
to bear me up in my professional strug- 
gles. I have even a higher motive, for I 
speak of him because no man in my gen- 
eration has done more, single-handed and 
alone, to solve some of the most difficult 
and disheartening problems in surgery. 


Dr. Coffey received his preliminary ed- 
ucation in a small school in North Caro- 
lina, and after that he taught school for 
a short time. While he was still a young 
man he entered Kentucky School of Med- 
icine. This was a spring and summer 
school. When I entered Louisville Medical 
College Coffey was in the class taking 
what was then known as an unofficial 
course. It did not take me long to dis- 
cover that three or four members of that 
class stood out far in advance of the other 
members of the class, and Robert C. Cof- 
fey stood at the head of those fortunate 
three or four. 


Dr. Coffey was particularly interested 
in the study of anatomy. We had in that 
school at that time one of the greatest 
teachers of anatomy on the American con- 





tinent, Dr. Clinton W. Kelly. Under the 
system then in vogue, the class in anatomy 
was divided into groups, each group being 
under a demonstrator selected from the 
advanced students. It was my good for- 
tune to be placed in the group over which 
Coffey presided, and I shall never cease 
to be thankful for this remarkably import- 
ant circumstance, because with the tre- 
mendous force of Clinton W. Kelly behind 
the department of anatomy and this vir- 
ile young man in immediate charge of the 
group in which I worked, I was inspired 
with an ambition to know something about 
this tremendously important fundamental 
subject in medicine. 


Parenthetically, it is interesting to re- 
flect upon how much the future course 
of Dr. Coffey and his remarkable accom- 
plishments in surgery depended upon the 
tremendous importance attached to anat- 
omy in Louisville. Dr. Kelly had a power- 
ful and dominating personality. He was 
so imbued with the importance of anat- 
omy that it was to him a religious duty to 
instil into the students the principles of 
anatomy. When one scans the innovations 
in surgery made by Dr. Coffey, one is im- 
pressed with the fact that most of them 
are distinctly based upon anatomical 
knowledge. 


After the completion of his professional 
training, Dr. Coffey located in a small 
town in Idaho, and worked there for sev- 
eral years. Even in those early days the 
profession in that section of the United 
States knew about his aggressive charac- 
teristics. 

About the beginning of this century 
Coffey located in Portland, Oregon. Port- 
land was then a very ordinary town. There 
was nothing about it that would stimulate 
original investigation more than hundreds 
of towns of the class to which Portland 
belonged. It would have been easy to have 
drifted along with the current, but Robert 
C. Coffey did not do that. He began a 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 331 


series of investigations in a distinctly sci- 
entific way. On his own initiative, he 
laid down the foundation for the import- 
ant work that he was to do during the 
next three decades. He built and equipped 
an animal hospital for research, and in 
—_ hospital he worked out many prob- 
ems. 


And Coffey did not choose easy prob- 
lems. On the contrary, it would seem that 
he deliberately selected the most disheart- 
ening problems. He took up the question 
of cancer of the rectum and he systema- 
tized a technic that is followed, in whole 
or in part, by many surgeons all over the 
world. And then he took up the baffling 
condition of extrophy of the bladder which 
had never been relieved in a satisfactory 
way. By long and arduous investigation 
he finally perfected the technic through 
which the ureters may be transplanted in- 
to the large bowel in such a way that there 
is not regurgitation and disastrous back 
pressure upon the fatal infection of the 
kidneys. The technic that he perfected is 
now used successfully by surgeons every- 
where, and it is the only practical pro- 
cedure in connection with the relief of a 
condition that was formerly entirely ir- 
remediable, and usually fatal before the 
patient had advanced very far in his life 
eareer. If Coffey had not done anything 
else this triumph alone would place him 
among the immortals in medicine. 


Coffey studied and wrote about many 
subjects. He presented definite plans for 
the treatment of intra-peritoneal infec- 
tions, most of them having a distinct and 
.important anatomical basis. His contribu- 
tions to the study of cancer attracted fav- 
orable attention. His original technic in 
connection with the performance of the 
various intra-abdominal operations was 
clear and distinct. His contributions were 
so intelligent, succinct and forceful that 
for many years he has been quoted in the 
text books and current literature of med- 
icine throughout the civilized world. 


Coffey was a clean and wholesome man. 
He was particularly free from the petty 
and disastrous vices that men sometimes 
say are found in connection with genius. 
He, at least, was a genius whose work was 
initiated by clear thinking, right living, 
and stable procedure. I do not mean that 
he was a prude, because he had a sense of 
humor that helped to lighten the load that 
he carried all the time. But it was clean 
humor. I repeat that he was a wholesome 
man. 


In my judgment, medicine of the world 
has not furnished a more striking example 
of what an intelligent and determined 
member of the medical profession may 
do, if he has a will to do, regardless of 
his location. The life work of Coffey in 
medicine demonstrates that any intelligent 
member of the profession may have, with- 
in himself, the principal requisites for suc- 
cess and usefulness. 

Coffey is gone now, and I must say 
goodbye to my friend. As I think of his 
accomplishments, carried out under un- 
favorable circumstances by his indefatig- 
able determination to succeed, I humbly 
bow at the shrine dedicated to his memory. 


Oh, Coffey, thou who didst by thine 
own initiative hew out a place for thy 
work. Oh, Coffey, thou who didst do so 
much for the relief of those who had de- 
spaired of relief. Oh, Coffey, thou who 
didst stand “like a solitary statue in the 
City of God, while secret passages, run- 
ning deep beneath external nature, gave 
thy soul intercourse with higher intelli- 
gences which strengthened and soothed 
thee, but of the existence of which those 
about thee didst not even dream.” 


— 
Vv 


PRESCRIBING OF DEXTROSE PHLEBOCLYSIS 








Bernard Fantus, Chicago (Journal A. M. A., June 
30, 1934), points out that in all very sick patients 
an adequate income of water, sodium chloride and 
dextrose should be taken care of as a routine pro- 
cedure before rather than after a high degree of de- 
ficiency has occurred. This, in cases in which ade- 
quate oral administration is impossible, can generally 
best be accomplished by dextrose phleboclysis, the 
composition of which should be determined by the 
individual indications present. For combating hypo- 
hydration and for the relief of thirst, a 5 per cent 
solution of dextrose in distilled water seems prefer- 
able. Whenever salt starvation is threatened or pres- 
ent, dextrose-saline phleboclysis should be practiced 
Whenever carbohydrate cannot be ingested or digested 
to a sufficient degree, 10 per cent dextrose phlebo- 
clysis should be resorted to. In poisoning with dif- 
fusible poisons, the diuretic and possible liver pro- 
tective action of dextrose phleboclysis adds itself to 
the foregoing therapeutic values. Concentrated (25 
per cent) dextrose solution may be of value in cer- 
tain internal hemorrhages, in inflammatory and exu- 
dative pulmonary edema, to lessen intracranial pres- 
sure (unless there is cerebral hemorrhage) and pos- 
sibly in myocardial weakness. During phleboclysis, 
other remedies may be conveniently infused; e. g., 
antiserums, epinephrine, insulin, iodide, sedatives and 
stimulants. 
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4 EDITORIAL 
MEDICAL CARE OF THE INDIGENT 
SICK 





Last November, at a special meeting of 
the Council, definite plans were outlined 
and a fee schedule submitted to the Fed- 
eral Administrator, who at that time was 
Governor Murray, relative to the medical 
care of the indigent sick. As you know 
from previous editorial comments in these 
columns nothing was done by the Federal 
Administrator and it has never been ar- 
ranged for the doctors of Oklahoma to re- 
ceive any pay for this sort of service. 


On August 13th there was a called 
meeting of the Committee on Medical Eco- 
nomics, held in Oklahoma City, and this 


matter was discussed. The committee vis- 
ited a representative of Mr. Carl Giles, 
Federal Administrator, and he told us in 
no uncertain terms that it would be im- 
possible for the Federal Administration 
to use any money for this purpose and un- 
til some money was appropriated by the 
state to assist in this Federal relief that 
no new avenues of expenditure would be 
opened. 


At this time heads of families who are 
employed by the FERA are supposed to be 
self-supporting and are recognized as em- 
ployed individuals; they will, consequent- 
ly, be expected to pay for the maintenance 
of themselves and families, including med- 
ical care. The unemployable unemployed 
are at this time wards of their respective 
counties and the taxpayers are responsible 
for their support and medical care. This 
is the ruling of the Federal Administra- 
tion. 


The Committee on Medical Economics 
has decided to take this matter up with 
Mr. Hopkins, the National Administrator, 
advising him of the situation in this state 
as to the number of indigent sick to be 
cared for and the economic inability of the 
medical profession to continue to carry 
this load. 


Whether or not any relief will be forth- 
coming from this source remains to be 
seen, but appears to be doubtful. In the 
face of the foregoing it would seem evi- 
dent that the respective counties must 
square themselves to take care of the bur- 
den that has been borne through this 
emergency by the medical profession of 
the state. 


t>. 
— 


CONTRACT PRACTICE 





There has been a great deal of discus- 
sion in the various county societies of the 
state relative to contract practice. Vari- 
ous members of the State Medical Asso- 
ciation who have been doing work under 
contract have been criticized and some 
have been tried and various degrees of 
discipline instituted. The situation has 
been greatly clarified by the recent action 
of the House of Delegates of the American 
Medical Association in which contract 
practice has been definitely defined and 
is as follows: 

“By the term “contuact practice, as applied 
to medicine, is meant the carrying out of an 
agreement between a physician or a group 
of physicians, as principals or agents, and 
a corporation, organization or individual, to 
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furnish partial or full medical services to a 
group or class of individuals for a definite 
sum or a fixed rate per capita. 

“Contract practice per se is not unethical. 
However, certain features or conditions, if 
present, make a contract unethical, among 
which are: 1. When there is solicitation of 
patients, directly or indirectly. 2. When there 
is underbidding to secure the contract. 3 
When the compensation is inadequate to as- 
sure good medical service. 4. When there is 
interference with reasonable competition in 
a community. 5. When free choice of a phy- 
sician is prevented. 6. When the conditions 
of employment make it impossible to render 
adequate service to the patients. 7. When 
the contract, because of any of its provisions 
or practical results, is contrary to sound pub- 
lic policy. 

“Each contract should be considered on its 
own merits and in the light of surrounding 
conditions. Judgment should not be obscur- 
ed by immediate, temporary or local results. 
The descision as to its ethical or unethical 
nature must be based on the ultimate effect 
for good or ill on the people as a whole.” 


With this before you it would appear 
that these cases now may be handled in a 
more definite and certain manner. 





STATEMENT CONCERNING MAT- 
TERS INVOLVED IN A RESOLU- 
TION SUBMITTED BY DR. HORACE 
REED TO THE HOUSE OF DELE- 
GATES OF THE AMERICAN MEDI- 
CAL ASSOCIATION AT ITS CLEVE- 
LAND SESSION, 1934: 


At the meeting of the House of Dele- 
gates, Tulsa, May, 1934, a resolution was 
introduced requesting the American Med- 
ical Association to give consideration to 
the matter of this organization writing 
protective insurance for the medical pro- 
fession. This matter was prepared in the 
form of a resolution by the delegates and 
was submitted to the House of Delegates 
of the American Medical Association by 
Dr. Horace Reed. Below you will find a 
report on this subject by the Director of 
the Bureau of Legal Medicine and Legis- 
lation which we have published in full 
for your information: 


“The American Medical Association 
cannot under its present articles of incor- 
poration engage in the insurance business. 


“The American Medical Association is 
incorporated under the laws of the State 
of Illinois, as a corporation not for profit. 
The object of the Association, as stated 
in its articles of incorporation, is to pro- 
mote the science and art of medicine. The 
articles of incorporation do not authorize 
the Association to carry on an insurance 
business. 


“The Board of Trustees of the Amer- 
ican Medical Association could not prop- 
erly use the funds of the Association for 
the purpose of promoting the organiza- 
tion and operation of a new insurance 
company or association, even for the pur- 
pose of indemnifying members of the As- 
sociation against losses through malprac- 
tice, without a mandate of the member- 
ship so to do. 


“Under the guise of an investment, the 
Board of Trustees might invest funds of 
the Association in the stock of a new and 
untried casualty insurance corporation or 
lend funds of the Association on the un- 
secured notes of a mutual insurance as- 
sociation, in the hope that some day the 
excess of premiums over losses through 
malpractice claims and expenses of admin- 
istration might make the insurance cor- 
poration or association self-supporting. 
Such a course, however, would represent 
speculation, rather than investment, and 
would certainly not be consistent with 
good business judgment. No matter what 
the authority of the Board of Trustees 
may be with respect to such an invest- 
ment or speculation, it would certainly 
not be expedient for them to embark on 
such an adventure without the expressed 
approval of the members of the Associa- 
tion. 


“The American Medical Association is 
not organized to carry on the insurance 
business. To reorganize so as to qualify 
for that purpose would be difficult and 
expensive, and in the absence of reason- 
able certainty of corresponding returns 
would hardly be justifiable. 

“Passing from the legal and financial 
aspect of this problem to the matter of 
expediency, it may be pointed out that 
the successful conduct of an insurance 
business requires an extensive organiza- 
tion, with highly specialized technical 
knowledge and skill, and that the Asso- 
ciation does not now possess such an or- 
ganization and could not easily gather one 
together without considerable cost. More- 
over, unless the Association should be 
willing to carry on the insurance business 
by the mail order system, expensive com- 
pliance with the insurance laws of the sev- 
eral states would be necessary before the 
Association could as an insurance corpor- 
ation function in them. 

“The selection and rejection of insur- 
ance risks and the compromise and de- 
fense of claims based on alleged malprac- 
tice would involve the making of distinc- 
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tions among members of the Association 
that would tend to breed internal dissen- 
sion. 


“The harmonious operation of the 
American Medical Association and of its 
constituent state and county organizations 
would be jeopardized, if the Association 
entered on the insurance business, by the 
fact that the business of insurance re- 
quires the selection and retention of good 
risks and the avoidance and discharge of 
bad ones, and that the process of selection 
and rejection might easily introduce strife 
into the organization. Qualifications for 
membership in the Association are not 
necessarily the same as the qualifications 
of a good insurance risk, such as can be 
safely defended and indemnified against 
loss through claims based on alleged mal- 
practice. If the Association should en- 
gage in the insurance business, it would 
sooner or later have to pass on the insur- 
ability of the several members of the As- 
sociation and determine in many cases 
whether members should or should not be 
defended against claims made against 
them. The discrimination between insur- 
able and defendable members and mem- 
bers neither insurable nor defendable 
would tend to lead to misunderstanding 
and hard feeling. A member denied the 
benefit of the Association’s insurance ser- 
vice would hardly be satisfied with the 
denial, and he and his following would be 
discontented and constitute a focus of dis- 
satisfaction in the Association. This would 
not promote harmony nor efficiency in the 
science and art of medicine or in the con- 
duct of the business of insurance. 


“If the American Medical Association 
should engage in the insurance business, 
it would be exposed to a volunerable point 
of attack by cultists, anti-vivisectionists, 
anti-vaccinationists, quacks, and offended 
vendors of fraudulent nostrums. 


“If the Association should engage in the 
insurance business, directly or indirectly, 
cultists, anti-vivisectionists. anti-vaccina- 
tionists, quacks, and offended vendors of 
fraudulent nostrums might readily pro- 
mote malpractice claims against members 
of the Association, for the purpose of 
weakening its financial position and de- 
stroying its good name. Every suit de- 
fended by the Association and lost would 
be represented by the enemies of the As- 
sociation as efforts to justify malpractice 
and to deprive patients injured through 
the ignorance, negligence, unskilfulness, 
and bad judgment of members of the 


Association of their just dues. Cult- 
ists, anti-vivisectionists, anti-vaccination- 
ists, quacks, and offended vendors of 
fraudulent nostrums, and the friends of 
all of them, while serving on juries, might 
well utilize their opportunities for aug- 
menting awards of damages, knowing that 
any award made would come out of the 
funds of the American Medical Associa- 
tion. 


“In the defense of its members, the 
American Medical Association would be 
handicapped by the fact that it would 
have to draw its expert witnesses from 
its own membership, since the weight of 
their testimony might be weakened by the 
fact of their association with the defend- 
ant in the same organization. The fact 
that the Associaion would indemnify the 
defendant against any loss through any 
award of damages against him would tend 
to create liberality on the part of the jury 
in awarding damages. 


“If the American Medical Association 
were engaged in the defense of its indi- 
vidual members against losses through 
claims for malpractices it would have to 
call on its own members for expert testi- 
mony on behalf of the defendant. Under 
such circumstances the plaintiff would ex- 
ert every effort, and frequently with suc- 
cess, to get before the jury that the wit- 
ness testifying for the defendant was a 
fellow member with the defendant in the 
American Medical Association, that any 
judgment that might be awarded would 
be paid by that Association, and that, 
therefore, the witness had an interest in 
weighing his evidence in order to protect 
his own organization against financial 
loss. That would certainly tend to weaken 
= evidence of the witnesses for the de- 
ense. 


“It is a commonly recognized fact that 
jurors are more liberal in awarding dam- 
ages that are to be paid by supposedly 
rich corporations than they are in award- 
ing damages when they know they are to 
be paid by some poor defendant. A jury 
that might award a moderate amount 
against some poor physician who the jury 
believed would himself have to pay any 
judgment awarded against him, would be 
ready to award a very considerable lar- 
ger amount if it were known that any 
judgment awarded against the poor de- 
fendant would not embarrass him, since 
it would be paid by the American Medi- 
cal Association.” 
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SIXTH ANNUAL MEDICO-MILITARY 
SYMPOSIUM OF THE MAYO 
CLINIC 





The 1934 Medico-Military Symposium 
for Medical Department Reserve Officers 
of the Army and Navy will be held at the 
Mayo Clinic, from October 7th to 20th, 
both dates inclusive. 


This is the Sixth Annual Inactive Duty 
Training Course to be held at the Mayo 
Clinic and will follow the plan which has 
been proven so satisfactory in past years; 
that is to say, the morning hours will be 
devoted to attending clinics on subjects 
selected by the student officers, and the 
afternoon and evening hours given over to 
work in Medico-Military subjects. The 
Medico-Military program will be under 
the personal supervision of Colonel Kent 
Nelson, M.C., U.S. Army, Corps Area 
Surgeon, Seventh Corps Area, and Cap- 
tain J. B. Mears, M.C., U.S. Navy, Dis- 
trict Medical Officer, Ninth Naval Dis- 
trict. 


The staff and faculty of the Mayo Clin- 
ic have placed their unexcelled facilities 
at the service of their government in the 
interest of prepardness and have extend- 
ed an invitation to all the service to par- 
ticipate. The two weeks’ excellent clinical 
‘post-graduate work must make a definite 
appeal to all who are interested in their 
profession and does not incur as great a 
loss of time for the private practitioner 
that normally pertains to post-graduate 
work along professional lines. 

The general motif of the Medico-Mili- 
tary part of the symposium will be “Pub- 
lic Health and Its Relation to National 
Defense.” The problems of administra- 
tion in military service presents features 
not dealt with in private practice. In the 
great field of sanitation as applied to mil- 
itary service, the medical officer has a dis- 
tinct specialty. This course offers valu- 
able and interesting training for the med- 
ical officer in all the components of our 
national defense. A splendid program of 
a thoroughly practical nature has been 
carefully compiled and the speakers se- 
lected for their ability to present authori- 
tatively the subject assigned them. 


Application for this course of Inactive 
Duty Training should be made either to 
the Corps Area Surgeon, Seventh Corps 
Area, Omaha, Nebraska, or to the District 
Medical Officer, Ninth Naval District, 
Great’ Lakes, Illinois. Applications should 
state the character of the work the candi- 


date desires to follow in the morning 
hours. All student officers are expected 
to attend and participate in the afternoon 
and evening sessions. Each applicant 
should fully understand that the invita- 
tion to accept this course of study without 
charge is extended by the Mayo Clinic; 
that the project is without expense to the 
Government ; and that one hundred hours’ 
credit will be given those who take and 
complete the course. While it is desirable 
to attend the entire course, those whose 
time will not permit this may join or leave 
at any time and will receive credit for the 
hours spent in training. Uniforms are op- 
tional. 
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Editorial Notes — Personal and General 











DR. and MRS. R. Q. ATCHLEY, Tulsa, spent the 
latter part of August at Three Lakes, Wisconsin. 

DR. J. E. STANDIFER, Elk City, has returned from 
New Mexico and Colorado where he has been va- 
cationing. 





DR. EARL McBRIDE, Oklahoma City, spent the 
latter part of August at Cottonwood Lake, Colorado, 
with his family. 





DR. E. W. REYNOLDS, Bristow, has been named 
as county physician, Creek County, succeeding Dr. 
O. C. Coppedge. 


DR. LeROY GOODMAN, formerly of Yukon, has 
opened offices in Shawnee where he will be on the 
surgical staff of the Shawnee Hospital. 


DR. G. W. DIGGS, Wetumka, was elected coun- 
ty commander of the American Legion. Dr. Diggs 
was formerly post commander of the Clarence Kitch- 
en Post. 


DR. and MRS. G. A. KILPATRICK and family, 
Henryetta, spent two weeks in August in Rochester, 
where Dr. Kilpatrick took special work at the Mayo 
Clinic. 

DRS. E. S. FERGUSON, E. GORDON FERGU- 
SON and JOHN FERGUSON, Oklahoma City, are 
spending the remainder of the summer in Winnepeg, 
Canada. 


DR. AND MRS. ONIS HAZEL, DR. AND MRS. 
JOHN H. LAMB, Jr., and DR. E. S. LAIN, Okla- 
homa City, have returned from a two weeks’ fishing 
trip on the Minnesota lakes. 





DR. and MRS. W. W. KERLEY, Anadarko, have 
returned from Chicago, where they attended the 
World's Fair, and Montreal and Quebec, Canada. On 
their return they visited New York, Boston and Wash- 
ington, D. C. 





4> 
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THE DALLAS SOUTHERN CLINICAL SOCIETY 
will hold its seventh annual clinical conference at the 
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Baker Hotel, Dallas, Texas, March 18 to 25, inclusive. 


Featured for the occasion are fourteen distinguished 
guest speakers, fifty-four graduate lecture hours, daily 
afternoon clinics and clinico-physiological conferences, 
operative clinics, round table luncheons, night sym- 
posia, and clinical banquet. Five full days of unex- 
celled post-graduate teaching by outstanding lectur- 
ers. Detailed information may be had by writing 
Dallas Southern Clinical Society, 1414 Medical Arts 
Building, Dallas. 


“> 
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MRS. MARIE HAVEN FERGUSON 





The profession of the state was greatly 
shocked to hear of the untimely death of Mrs. 
E. S. Ferguson, wife of one of our recent past 
presidents. The doctors of Oklahoma and their 
wives will remember this gracious lady who 
has been hostess on many occasions during our 
meetings in Oklahoma City. 


Mrs. Ferguson became ill at her home, 700 
Northwest Fifteenth Street, and after about ten 
days was taken to St. Anthony's Hospital where 
she expired August Sth. She was very active 
in social life in Oklahoma City and particularly 
in the activities of the First Presbyterian church. 
She was a very fine vocalist and gave freely 
of her talent for the entertainment of her many 
friends. 


Mrs. Ferguson is survived by our colleagues, 
Drs. E. S. Ferguson, E. Gordon Ferguson and 
John Ferguson, who is a junior at Yale. 


At this time we wish to express to these 
survivors the sincere sympathy of the profes- 
sion of Oklahoma. 
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INTERNATIONAL ASSEMBLY INTER-STATE 
POST GRADUATE MEDICAL ASSOCI- 
ATION OF NORTH AMERICA 








The first International Assembly of the Inter-State 
Post Graduate Medical Association of North Amer- 
ica to be held east of the Alleghenies is to take place 
in the public auditorium of Philadelphia, Pennsyl- 
vania, November Sth, 6th, 7th, 8th and 9th, 1934, 
with pre-assembly clinics on November 3rd and post- 
assembly clinics on November 10th in the Philadel- 
phia hospitals. 

The public auditorium is located in the university 
area and across the street from the Philadelphia Gen- 
eral Hospital, thus assuring the assembly close ac- 
cess to an abundance of clinical material. 

The aim of the program committee with Dr. George 
W. Crile as chairman is to provide for the medical 
profession of North America an intensive post grad- 
uate course covering the various branches of medical 
science. The program has been carefully arranged 
to meet the demands of the general practitioner, as 
well as the specialist. Extreme care has been given 
in the selection of the contributors and the subjects 
of their contributions. 

The Philedelphia County Medical Society will be 
host to the assembly and has arranged an excellent 
list of committees that will function throughout the 
assembly. A most hearty invitation is extended to all 
members of the profession who are in good standing 
in their state or provincial societies to be present and 
enjoy the hospitality of Philadelphia, “The City of 
Brotherly Love”. A list of distinguished teachers and 


clinicians who are taking part on the program will 
be found on page 21 of the advertising section of 
this Journal. 

All members of Oklahoma State Medical Associa- 
tion are cordially invited to attend. Registration fee 
of $5.00 admits all members of the profession in good 
standing. 

Special reduced railroad rates will be in effect on 
all lines. 
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SUPRAPUBIC PROSTATECTOMY WITH IMME- 
DIATE CLOSURE OF THE BLADDER: IM- 
PROVED METHOD OF POSTOPERA- 

TIVE DRAINAGE 








H. H. Haynes, Clarksburg, W. Va. (Journal A. M. 
A., July 21, 1934), presented eight cases of primary 
closure, with postoperative drainage by a return 
flow catheter. The usual suprapubic incision is made. 
When the bladder is opened, suction is used to re- 
move the contents of the distended bladder and there- 
by avoid unnecessary soiling of the wound. After 
enucleation of the prostate, complete hemostasis is 
obtained and the prostatic fossa is obliterated with 
plain catgut. An ordinary catheter used for irrigat- 
ing and distending the bladder is left in the urethra 
during the operation. Before the fossa is obliterated, 
the end of the small intake tube of the special drain- 
age catheter is sutured with strong silk or linen to 
the tip of the catheter introduced before operation. 
The urethral catheter is now withdrawn and the spe- 
cial catheter follows through the urethra. When the 
distal end of the drainage catheter is withdrawn, the 
intake tube is removed from the main catheter through 
the small oval opening. The button flap is adjusted 
over the intake tube and fastened in position to pre- 
vent leakage of the return flow. The intake tube 
is then attached to the irrigating apparatus and the 
return flow tube connected to carry the return flow 
into a suitable receptacle. The irrigation is now 
turned on to demonstrate that the drainage catheter 
is functioning properly. After obliteration of the 
prostatic fossa and complete hemostasis, the Pezzer 
tip of the drainage catheter is drawn snugly into 
position. The usual suture to obliterate the space 
of Retzius is now placed but not tied. After this 
the bladder incision is closed completely with two 
rows of chromic catgut. The first row of sutures 
should include all the muscularis but not the mucosa 
and is a continuous lock suture. This row is com- 
pletely buried by a continuous Cushing right angle 
suture. The suture, previously placed to obliterate 
the space of Retzius, is then tied. The abdominal 
wound is closed in the usual manner except that 
several loops of catgut extending down to the blad- 
der are placed in the lower angle of the incision for 
drainage of the prevesical space; these are removed 
on the third day. Continuous irrigation, by the drop 
method, is started before the bladder is completely 
closed and continued twenty-four hours. On the sec- 
ond day irrigation is done every four hours, and aft- 
erward every morning and evening. The drainage 
catheters were removed from the seventh to the tenth 
days. Vasectomy was not performed in any of these 
cases and epidimymitis or other complications did not 
occur. There was no bladder leakage in any of these 
cases and all suprapubic wounds were completely 
healed when the patients were discharged from the 
hospital. The advantages of this method of drainage 
are continuous or intermittent return flow irriga- 
tion with any desired solution, better drainage, short- 
er hospitalization, no suture anchorage in the blad- 
der, assistance from Pezzer tip in obliterating pros- 
tatic fossa and better anatomic and functional re- 
sults. 
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Muscle Training in Functional Convergence Insuffi- 
ciencies. Leighton F. Appleman, M.D., Philadel- 
phia. Archives of Ophthalmology, June, 1934. 


A stimulating discussion is given of this sub- 
ject with helpful suggestions for keeping the inter- 
est of the patient over a period of trying weeks or 
months, both for the oculist and the patient. The 
progress of the patient is slow many times and it is 
a difficult matter to keep him from becoming dis- 
couraged and forsaking his exercises. The author's 
explanation to the patient of the necessity of the 
routine inaugurated in muscle training is of interest 
to all oculists. It gives the patient a different per- 
spective as to why he must daily perform the out- 
lined manipulations. 





The oculist himself must be firmly convinced that 
the outline of treatment to the patient will produce 
the desired result before he will be able to success- 
fully pass this conviction on to the patient. So many 
different methods are used to attain similar ends 
that there is more or less confusion in regard to this 
subject. The fact is deplored that the knowledge 
obtained from post-graduate work is not used more 
in our routine clinical work. Asthenopic symptoms 
are referable to the refractive error, muscle imbal- 
ance and deficiency in convergence power. The es- 
sayist concerns himself with the last mentioned 1n 
this publication. 


The exercises when properly carried out for the 
proper length of time rarely have to be repeated 
even over a period of many years. If the prism is 
increased too rapidly or the treatments stopped too 
soon, repetition will be obligatory if the patient is 
to become free of symptoms. When the patient ar- 
rives at the point in his exercises where he can see 
for himself that there is improvement it is not so 
great a task for the oculist. 


Two cases are reported. One, a nurse, age 40, a 
hyperope, who had worn glasses for fifteen years. 
At the first testing there was present an imbalanced 
convergence power. Muscle training was started but 
after two or three weeks she gave up the exercises 
saying that they provoked rather than helped her 
symptoms. About three or four years later she re- 
turned because of increased symptoms. Muscle train- 
ing was again started but this time with a much 
weaker prism and after four and a half months’ 
training she has remained free of symptoms for the 
past ten years. Probably if she had been started 
with the weaker prism the first time she would 
have been able to continue the exercises and would 
have been saved years of discomfort. The second case 
is that of a teacher, age 33, a myope, who after six 
months of exercises was relieved of all symptoms for 
eleven years. A second course of exercises of four 
months duration gave her the required converging 
powér to carry on her prolonged close work without 
discomfort. 
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The tedium of the exercises is amply repaid in the 
comfort to the patient and satisfaction of the oculist. 


Latent Osteomyelitis of the Sphenoid Bone Reacti- 
vated by Trauma With Death From Meningitis. 
Dr. Aaron Kaufman and Dr. Samuel J. Hartmere, 
Boston. The Laryngoscope, June, 1934. 


“Sphenoidal suppuration is not rare; it is only 
its diagnosis which is uncommon,” is the observation 
of Lermoyez. Postnasal catarrh, headaches and ocular 
disturbances whose etiology remains unknown over 
a period of time should make one think of an os- 
teomyelitis unless this condition has been definitely 
ruled out. When the diagnosis is made one should 
not hesitate to take the necessary steps for the erad- 
ication of the infection, varying from nasal cleans- 
ing treatments to surgical removal of the focus of in- 
fection. The anatomy of the sphenoid bone is given 
in much detail and reasons in this connection pointed 
out as to why a patient with this condition is es- 
pecially prone to contract meningitis by extension 
of the infective process. The roof of the bone and 
along the course of the vessels through the bone are 
particularly vulnerable points. A careful roentgeno- 
gram study of each patient is stressed. There is a 
case report of a female, white, age 18, who gave 
a history of a chronic maxillary sinusitis and eth- 
moiditis which had been treated for some time. She 
came under observation in July, 1926. Her chief 
complaint was difficulty in breathing and a thick 
nasal discharge. Tissues of the nose were swollen 
and boggy at this time but no diagnosis was made. 
She again appeared in October, 1930, complaining of 
headaches and nasal discharge. These frontal head- 
aches were of four years duration and of the great- 
est intensity in the mornings. They radiated toward 
the occiput. The tonsils and adenoids had been pre- 
viously removed. Inspection showed tonsilar tabs 
present in both fossa and a green postnasal discharge. 
In the middle and inferior meati, left, there was a 
partial obstruction with a discharge similar to that 
in the postnasal region. When the left side was 
cleansed with suction polyps and polypoid degen- 
eration were found. There was tenderness in. the 
left supraorbital region. The right side was nega- 
tive. Translumination was positive over the entire 
left side of the face. Roentgenograms showed a left 
frontal sinus and ethmoids and both antra with thick- 
ened mucous membranes. 

The diagnosis at this time was a left pansinusitis. 
A left radical maxillary sinus and partial transantral 
ethmoidectomy was done November 21, 1930. Eight 
days postoperative there occurred a profuse hemor- 
rhage from the left nares which was checked with dif 
ficulty by means of packs nad sponges. The following 
day there was a rise of temperature with the begin- 
ning signs of meningitis. The fundus examination 
revealed no abnormality. The white count was 23,- 
000. On December 5, a lumbar puncture confirmed 
the suspicion of meningitis. The patient appeared 
quite comfortable Scoaelliahiie following the lumbar 
puncture but one hour later quietly died. 

Post mortem examination showed the pons and 
the inferior surface of the cerebellum covered with 
a thick exudate with a small pressure cone present, 
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a condition which according to the consulting neurol- 
ogist is not uncommon in patients who have not 
died suddenly. The ethmoids on both sides and the 
sphenoid were full of thick pus. The dorsum sellae 
showed chronic osteomyelitis which was continuous 
into the sphenoidal sinus. 


A more careful observation and roentgenogram 
study would help to avoid such grave results. 





Notes on the Diagnosis of Otitic Meningitis. Sam- 
uel J. Kopetzky, M.D., New York. Annals of Otol- 
ogy, Rhinology and Laryngology, June, 1934. 


Because of the many hazards surrounding otitic 
meningitis it is apparent that an early diagnosis in 
meningeal infection, of this origin, is of the utmost 
importance. It is generally agreed that the cerebro- 
spinal fluid is a dialysate. The author gives Weed’s 
theory of the filtration of the fluid. Normally the 
cerebrospinal fluid is concerned with the metabolism 
of the brain cells and equalizing and maintaining the 
intracranial pressure, but when a meningeal infection 
occurs these normal functions are upset, resulting 
in unusual conditions, which are found in a study 
of the fluid. 


A great amount of fluid from capillary blood ves- 
sels is the first effect of a meningeal infection. It is 
thought by some that this is a manifestation of the 
body's defense against the oncoming infection. An 
increase of lactic acid in the cerebrospinal fluid is 
noted in the very early stages of meningitis. This 
condition is also true of the blood plasma, espec- 
ially during fever, although the lactic acid content 
of the former is four times that of the latter. The 
result of this increase lessens the alkaline reserve 
and drives off carbon dioxide from the carbonates. 
In meningitis then there is a greatly lowered ph. 
and a decreased bicarbonate content. The second 
stage of meningitis involves the changes in the brain 
tissue, the cells of the chorid plexus, the perineural 
and perivascular spaces. An abnormal amount of 
cholin is found in the fluid caused by the impediment 
of the cell functions. Fisher's theory that “the cause 
of edema is to be found in the accumulation of acid 
products in the tissues,” is still questioned, but in 
regard to this particiular stage being discussed, it 
is apparently verified. 


If life is to be saved, the diagnosis must be made 
early before the lesion has had time to progress and 
before the cell destruction has reached the vital cen- 
ters. Because the hazards surrounding otitic menin- 
gitis are many it is apparent that early diagnosis 
in a meningitis of this origin is of the greatest sig- 
nificance if a favorable prognosis is to be given. 


The gravity of the lesion is not shown by the 
findings of a physical examination, no matter how 
carefully done. It can only be fully revealed by an 
examination of the cerebrospinal fluid. The prog- 
nosis is best in those cases which have no impedi- 
ment to the ready escape of the fluid at the time 
of the spinal puncture. A fluid which escapes slug- 
gishly probably is hindered by exudates, mechanical 
obstruction between the ventricles or a concentration 
of the fluid due to the increased cell content. This 
original monograph is accompanied by charts which 
illustrate the various points made in the discussion. 





Temperature After Mastoidectomy. Henry P. John- 
son, M.D., Portland, Me. Archives of Otolaryn- 
gology, June, 1934. 

One hundred cases of consecutive mastoidectomies 
are examined “for the immediate effect on the tem- 
perature produced by the operation, the variations 





of the temperature curve after operation in the un- 
complicated cases, the duration of the postoperative 
fever in the uncomplicated cases and the day on which 
it was the highest, the postoperative day of the on- 
set and termination of an unusual fever, the varia- 
tions of the temperature curve in the complicated 
cases and the effects produced in the temperature 
as a result of the treatment instituted in the com- 
plicated cases.” 


The temperature curve during the first twenty-four 
hours following operation showed a drop in sixty- 
nine cases. The postoperative temperature curve in 
uncomplicated cases showed sixty patients with an 
uneventful recovery; it also showed in fifty-three cases 
that the average time for the running of tempera- 
ture was five days. Harris believes that postopera- 
tive rise in temperature of a moderate amount is cus- 
tomary in mastoiditis and that without other symp- 
toms fever is without significance and should not 
be a source of anxiety. The temperature curve fol- 
lowing operation in cases of preoperative complica- 
tions is of interest only in that it is an indication 
of the progress of the patient. The postoperative 
temperature is of much more importance clinically 
than the preoperative rise. It is a very definite sign 
showing onset of postoperative complications which 
calls upon the surgeon's skill in differential diag- 
nosis to determine the cause of the temperature. Ev- 
ery possible source of infection should be carefully 
considered and grave consideration given before the 
patient is subjected to the additional perils of a sec- 
ond operation. 


Complications occurred in thirty-six cases. The 
most common complication was otitis media and mas- 
toiditis of the opposite side. Nineteen cases in the 
series of one Ans we were so affected. This is one 
of the first things which must be ruled out when 
we have an unexplained rise in temperature soon 
after operation. If the mastoid wound becomes in- 
fected, i. e., stitch abscess, cellulitis or erysipelas, 
it usually occurs in the first three or four days. 
Erysipelas may cause much concern before the rash 
appears. In a sinus thrombosis, which occurs later, 
the patient appears well, while in erysipelas the pa- 
tient is prostrated. The temperature in sinus throm- 
bosis is intermittent while in erysipelas it is high 
or remittent. Dixon states that the etiological fac- 
tor in erysipelas is operating too early in the course 
of the disease. Evidence from this series of cases re- 
futes this statement. 


Cervical adenitis is another confusing factor en- 
tering into postoperative temperatures. The patient 
may have no complaints which would lead the sur- 
geon to suspect an adenitis as the cause of the sud- 
den rise in temperature. Diagnosis is made by ex- 
clusion of other possibilities and daily inspection for 
enlarged and tender glands. Infections of the res- 
piratory tract are usually confined to bronchitis, which 
is most prevalent, and tonsilitis. Infection of the lat- 
eral sinus occurs in about three to six per cent of 
the operative cases of mastoiditis according to Camp- 
bell. The literature of today fully describes the va- 
rious phases of sinus thrombosis which usually ap- 
pears at least seven or eight days or later postop- 
erative. Involvement of the kidneys should not be 
overlooked as a possibility to account for the tem- 
perature. 


An unusual instance of a pelvic abscess complicat- 
ing a mastoidectomy, during which the lateral sinus 
was accidentally opened, is cited. Details are not 
overlooked in this report and when they were not 
available the fact is mentioned by the author. 
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Hyperparathyroidism and Generalized Fibro-Cystic 
Ostitis (Hyperparathyroidie et Osteite Fibro-Kysti- 
que Generalisee). By A. Ravina and Simone Lyon, 
La Presse Medicale, June 23, 1934. 


This article is a concise review of the relation of 
hyperparathyroidism to diseases of the bones in 
which there is a remarkable loss of calcium. The 
subject has been treated in a mect enlightening way 
by American authors, but attention is called to it 
here because of the desirability of a clearer under- 
standing of the etiology. 


There are references to the theory of von Recklin- 
hausen to the effect that cystic disease of the bones 
(von Recklinhausen's disease, first described in 1891) 
was due to nutritional disturbances; and to the the- 
ory of Erdheim that adenoma of the parathyroid was 
a secondary manifestation. This is quickly followed 
by a reference to the report of Mandl in 1926 where 
there was striking improvement in the case of a pa- 
tient suffering of von Recklinhausen’s disease after 
the expiration of a parathyroid tumor; and associat- 
ed with the improvement there was striking decrease 
of blood calcium and of calcium in the urine. 


The authors remind the reader that the normal 
blood calcium varies from 12 to 20 milligrams to 
100 cc., but that in cystic disease of the bones it 
may reach 23.6 milligrams; that at the same time 
there is a drop in blood phosphorus and a tremen- 
dous increase of calcium in the urine—sometimes six 
to eight times the normal amount. 


Comment: I believe that it may be said that hyper- 
parathyroidism alone, without neoplasm, occupies a 
very doubtful position in relation to hypercalcemia 
and loss of bone calcium. To put it another way, it 
appears to be pretty clear that the surgical removal 
of the parathyroids will be of no service in von 
Recklinhausen’s and kindred disease unless they con- 
tain adenomata. 

—LeRoy Long. 





Compression of Trachea by an Adenomatous Goiter 
Situated in the Thoracic Inlet. By W. A. Plummer, 
Proceedings of the Staff Meetings of The Mayo 
Clinic, July 11, 1934. 

In cases of goiter situated in the thoracic inlet, 
error occurs frequently in estimating the size of the 
goiter and the extent of the mechanical difficulties 
which it may produce. Unless a goiter so situated 
consists of a single adenoma that can be grasped as 
it moves upward during deglutition, it cannot usu- 
ally be palpated in its entirety, and, if no substernal 
goiter is demonstrated roentgenologically, the size of 
the tumor may be underestimated. Furthermore, the 
thoracic inlet forms a bottle neck in which a rela- 
tively small goiter may produce subjective and ob- 
jective evidences of tracheal compression. It must 
be remembered, however, that small goiters which are 
entirely cervical in situation may, under certain con- 
ditions, distort or compress the trachea. The tracheal 
insult may be in the form either of lateral displace- 
ment from a unilateral adenomatous goiter, or of 
constriction from the wedging effect of a bilateral 
goiter, or it may be an anteropesterior deformity 
from a retrotracheal goiter. 


In this article Dr. Plummer emphasizes the occa- 
sional importance of two diagnostic procedures that 
he believes are not fully appreciated: First, the change 
in the inspiratory sound, and second, the change in 
outline of the trachea as demonstrated by roentgen- 
ologic examination. Slight changes in the inspiratory 
sound, produced by distortion or constriction of the 
trachea, usually are not recognized by the examining 
physician. Frequently the sound has not been ap- 
parent to the patient himself or to members of his 
family, even though it is so intense that it would 
be obvious to a stranger, because of the fact that it 
develops gradually. It may be referred to as a slight 
stridor. As the term “stridor” is ordinarily used, 
however, it conveys an impression of magnitude and 
of quality that certainly is not descriptive of the res- 
piratory sound the writer referred to. Moderate dis- 
tortion or constriction of the trachea produces only 
a slight exaggeration of the inspiratory sound, with 
a change in pulse that may be referred to as hol- 
low: it defies description and must be heard repeated- 
ly in varying intensities to be recognized readily. 


In all cases of adenomatous goiter in which the 
growth is of any appreciable size, the examining phy- 
sician should make a deliberate effort to elicit the 
characteristic sound by having the patient inspire 
quickly and deeply with the mouth open. Frequently 
this characteristic sound will be most noticeable when 
prolonged inspiration with the mouth open is invol- 
untary, as at the end of a fit of laughter, a paroxysm 
of coughing, or at the end of a long sentence, even 
though inspiration is not forced and the mouth is 
only slightly open. 


When examining roentgenograms of the thorax in 
cases of goiter, one should note not only the pres- 
ence or absence of substernal enlargement, but also the 
form and position of the trachea. The trachea is usu- 
ally well outlined in the routine roentgenogram of 
the thorax, but it may be entirely obscured in certain 
deep-chested individuals. In the occasional case it 
may be advisable to take both anteroposterior and 
lateral roentgenograms of the trachea, using a special 
technique which consists of a longer exposure and 
the use of the Potter-Bucky diaphragm. 


—LeRoy Long, Jr 


Urinary Calculi Associated With Parathyroid Disease. 
By S. H. Colby, Journal Surgery, Gynecology and 
Obstetrics, August, 1934, P. 210. 


The fundamental problem in the consideration of 
urinary tract calculi is the prevention of recurrence. 
The great clinics of this country report from twenty 
to forty per cent recurrence in nephrolithiasis after 
operation. The surgical removal of the calculi with- 
out any attempt to discover the reason for its growth 
must lead to recurrence in many instances. Thus we 
are led inevitably to a discussion of the causes of 
urinary lithiasis. 


First, as regards the urine itself, we know that 
here is the extraordinary phenomenon of an extreme- 
ly supersaturated solution which does not obey the 
ordinary laws of chemical solutions. In a 24-hour 
amount of urine there is a greater quantity of salts 
than could possibly remain in solution in an equal 
volume of water. The ability of the urine to hold 
salts in solution is said to be due to the presence 
in the urine of protective colloids. They prevent the 
precipitation of the salts and inhibit the formation 
of calculi. If the colloids are diminished in amount, 
or if their action is interfered with as by chemical 
changes such as occur in stagnant urine, the protec- 
tive mechanism is lacking and the excess of free salts 
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is precipitated with a resulting formation of urinary 
calculi. 


Stone formation in the urinary tract, therefore, is 
the result of an abnormal precipitation of the crystal- 
line elements normally present in the urine. The 
causes of the abnormal precipitation are probably 
multiple. 


There is considerable evidence that obstruction 
plays an important part in stone formation. The im- 
portance of infection as a cause of stone formation is 
difficult to evaluate. Diets deficient in vitamin A, 
prolonged for some time, cause crystalline deposits 
in the urinary tract of laboratory animals. Such 
dietary deficiency experiments go far to explaim the 
geographical incidence of stone, such as its prevalence 
in certain parts of India and China. 


lt has- beer proved that the parathyroid glands ef- 
fect calcium matabolism. Total extirpation of these 
glands causes a fall in the serum calcium and re- 
sults in tetany. Within recent years it has been shown 
that tumors of the parathyroid cause marked meta- 
bolic changes with a loss of bone calcium, elevation 
of the serum calcium, and increase in the urinary 
output of calcium. The resulting bony changes, de- 
calcification, cysts, benign giant cell tumors, and spon- 
taneous fractures, characterize the condition known 
as generalized osteitis fibrosa. Crystalline deposits 
occur in the urinary tract with such frequency in this 
disease that the association of the two is more than 
coincidence. 


The pouring out of calcium from the body through 
the urinary tract seems to result in stone formation 
in many patients with hyperparathyroidism. Very 
likely the marked increase in urinary crystalloid in 
this condition places such a burden on the protective 
colloid mechanism of the urine that stones are apt 
to form. How important a place urinary stasis as- 
sumes in this evident tendency to stone formation 
in parathyroid disease is not yet determined, but 
there is evidence that obstruction is a considerable 
factor. 


Serum calcium and serum phosphorus estimations 
have been performed routinely at the Massachusetts 
General Hospital for some time in these cases of 

ithiasis.- As the association between urinary 
tract stones and parathyroid disease is more gener- 
ally appreciated, many more instances of a similar 
nature are certain to be recognized. 


Tumors of the parathyroid cause metabolic dis- 
turbances which result in a marked increase in the 
urinary output of calcium, a decrease in the output 
of phosphorus, and lead to the formation of stones 
in the urinary tract in many instances. While gen- 
eralized osteitis fibrosa is frequently accompanied by 
urolithiasis, it is important to recognize the fact that 
stone formation occurs often in the urinary tract 
without any of the bone changes which characterize 
this disease, although tumors of the parathyroid are 
present and are the underlying cause of the stone 
formation. Unless the parathyroid tumor is removed 
stones will frequently occur. 

—LeRoy Long, Jr. 


Relief of Intractable Pain, by the Intraspinal (Sub- 
arachnoid) Injection of Alcohol. By Elias Lincoln 
Stern, M.D., New York City: The American Jour- 
nal of Surgery, August, 1934, P. 217. 


Dr. Stern presents a method for the relief of ex- 
cruciating pain of a chronic nature. He reports fifty 
cases where intraspinal subarachnoid injections of 95 
per cent alcohol were employed with relief of pain 
and. .no. ill. effects. 


He points out objections to paravertebral nerve 
blocking in the relief of severe chronic pain as fol- 
lows: 


1. Usually the somatic nerves affected are numer- 
ous. Therefore to block all the afferent pathways in- 
volved, one would have to block motor nerves as 
well. 


2. Very often fibers of the sympathetic nervous 
system are involved in addition to the cerebro-spinal 
nerves. It is difficult to effectually block sympathet- 
ic fibers paravertebrally. 


3. Paravertebral blocking is usually accompanied 
by some pain and shock and is time-consuming. 


“The method of relieving intractable pain by in- 
jecting small quantities of alcohol intraspinally into 
the subarachnoid space is a safe, quick, painless, non- 
shocking procedure. While no serious complications 
have resulted in my experiences, if the procedure is 
not done properly, serious, if not fatal results may 
occur, as demonstrated experimentally in lower ani- 
mals.” 


The author then outlines in considerable detail 
the important anatomical features of the spinal roots, 
the intraspinal membranes and the cerebro-spinal 
fluid as a fundamental basis for the technic of the 
procedure. 


The principle of the method depends upon the fact 
that the specific gravity of alcohol is enough lower 
than that of the spinal fluid to allow it to rise to 
the top and the injection is made slowly using from 
4 to 16 minims of sterile 95 per cent alcohol with 
the patient's spine flexed laterally and partially ro- 
tated so that the alcohol surrounds principally the 
posterior nerve roots. 


He then describes in minute detail the technic for 
the spinal injection of alcohol. 


In most cases the relief of pain was quite remark- 
able, usually noticed immediately, but occasionally 
not until one to seven days after the injection. The 
usual length of time in which there was complete re- 
lief was from one to eight months, with an average 
duration of about three months. He reports in his 
fifty cases, 70 per cent with complete relief, 30 per 
cent with partial relief and 10 per cent with no re- 


lief. 


“In no case has there been any loss of muscle, 
tendon, or joint sense; no loss of synergic control 
of muscles; no loss of equilibrium; no loss of auto- 
matic control of muscle; and no trophic ulcerations 
of any kind. 


“In no case has there been any motor paralysis, 
although transitory motor weakness may be com- 
plained of when the larger doses of alcohol are used. 
A transitory sensory paralysis of the bladder and 
rectum may occur with injections between the sec- 
ond and third lumbar spines. This can now be avoid- 
ed by limiting the dose at this level to 8m.” 


The abstracts of nineteen cases of cancer given as 
follows: 


“Carcinoma of stomach 2 
Carcinoma of cervix 5 
Carcinoma of prostate 4 
Carcinoma of rectum 4 
Sarcoma of pelvic bones 2 
Bronchiogenic carcinoma of lung 1 
Sarcoma of tibia with x-ray ulceration...1 


The author writes the following conclusion with 
the observatioin that the effect of the alcohol upon 
the sympathetic fibers suggests a possible treatment 
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in diseases and disorders of the sympathetic nervous 
system: 


“The procedure when successful is invaluable in 
the relief of chronic, painful conditions. A single, 
subarachnoid alcohol injection may give relief for 
as long as eight months. It obviates the necessity 
for using narcotics in large doses, and diminishes the 
possibility of making drug fiends of chronic invalids. 
By relieving pain, it allows more intensive x-ray, ra- 
dium, or other medical treatment to be given, and 
so tends to prolong life.” 


Wendell Long. 


Intraspinal (Subarachnoid) Injection of Absolute Al- 
cohol, for the Control of Pain in Far Advanced 
Malignant Growths. By Harry C. Saltzstein, M.D., 
Detroit, Mich. Journal American Medical Asso- 
ciation, July 28, 1934, P. 242. 


This author very briefly compares the advantages 
of subarachnoid injections of absolute alcohol for the 
control of pain in far advanced malignant growths 
over cordotomy and division of the superior mesen- 
teric plexus. 


He reports eleven cases and of these one was not 
relieved but the others were greatly benefited by 
the procedure. 


He gives abstracts of illustrative cases and reports 
a small number because he feels it is a very valuable 
procedure and that it should be used more exten- 
sively, especially in terminal cases where there is 
a life expectancy of weeks only. 


Comment: In far advanced, incurable malignant 
disease, excruciating pain is frequently a very dis- 
tressing situation to patient, family and doctor. These 
reports of alcohol injection into the subarachnoid 
space with relief of pain and no untoward effects 
suggest a simple method for this very disturbing con- 
dition. It is perfectly obvious that one should thor- 
oughly familiarize himself with the princiiples and 
the technic of the procedure before it is employed. 
It is also obvious that certain ill effects may be ex- 
pected if this method is employed upon a large 
scale. 

—Wendell Long. 


Obstructions of the Choledochus by Enlarged Glands 
(Les Obstructions du Choledogue par Adenopath- 
ies). By Marcel Brule and Jean David, La Presse 
Medicale, June 30, 1934. 


Remarking that it is well understood that there 
may be pressure upon the common duct (choledoch- 
us) by enlarged glands associated with malignancy 
and tuberculosis, and in which operative procedure 
would be useless, the authors discuss obstructions of 
the common bile duct due to pressure by adenopath- 
ies due to benign and non-tuberculous inflammatory 
processes. 

Several case reports are presented, and they are 
illustrative of the hypothesis and arguments of the 
authors. 


A robust boy of fifteen years was seen in the 
eleventh week of a profound jaundice. At that time 
there was neither pain nor fever. There had been 
a little fever just before the appearance of the jaun- 
dice. The various analytic procedures, including x-ray 
examination, were negative. The border of the liver 
was smooth, slightly tender to palpation, and ex- 
tended below the rib margin to the extent of the 
breadth of three fingers. 


Believing that the smooth and enlarged liver, with- 
out fever, was more indicative of an obstruction of 
the common duct in some way not associated with 
prolonged infection, a surgical exploration was ad- 
vised. At operation an enlarged lymph gland, the 
size of a cherry stone, at the junction of the cystic 
with the hepatic duct, was pressing firmly upon the 
latter. The gland was extirpated, after which it was 
possible to recover bile by puncture with a hypo- 
dermic needle below the point of obstruction. The 
jaundice disappeared, and recovery seemed to be com- 
plete. The pathological examination of the extirpated 
gland revealed only a hyperplastic reaction, without 
any evidences of malignancy. 


Another case reported is that of a woman thirty- 
six years of age. In August, 1924, after confinement, 
there were epigastric pains, fever and jaundice. The 
jaundice was not very pronounced, but persistent. 
She was seen in December by Professor Lecene. There 
was at that time some jaundice, with irregular fever 
At operation the gall bladder and pancreas appeared 
to be sound, but there were several enlarged glands 
about the bile ducts. In this case recovery followed 
a cholecystostomy. One of the glands removed at 
the time of operation had the histological structure 
of chronic inflammation. 


A young man of twenty-one had had nausea and 
vomiting and pain in the stomach for about two 
months. He had lost over twenty pounds. An op- 
eration was done for the purpose of relieving what 
was supposed to be an ulcer of the duodenum. It 
was found that stomach, duodenum, gall bladder and 
all appeared to be normal, but at the place where 
the common duct passes behind the duodenum it was 
compressed by three enlarged glands, one of which 
was hard and calcified. These glands were removed 
and the patient recovered. The glands presented the 
histological structure of chronic inflammation. 


Comment: One must not be misled by statements 
that are too dogmatic but, at the same time, this 
article calls attention to a possible explanation of 
persistent jaundice due to obstruction of the common 
duct by pressure from removable enlarged glands on 
the outside of it. 


The second case reported is not exactly in point. 
Since recovery followed a cholecystostomy, it is a 
reasonable conclusion that there was chronic inflam- 
mation of the gall bladder, and that it was most 
likely associated with an involvement of the adjoin- 
ing biliary tract, the enlarged glands being the re- 
sult of the inflammation, and reducing in size after 
drainage of the gall bladder had cured the inflamma- 
tion. 


One must remember, too, that in operating it is 
not wise to tinker too much about the bile tract 
area. The extirpation of glands about the duct is usu- 
ally not very difficult, but there is always a possi- 
bility of getting into embarrassing situations through 
the wounding of important structures, like the portal 
vein. To sum up, I am in entire accord with the 
general tenor of the authors’ general statements, but 
call attention to the wisdom of having some definite 
plan of procedure which should be carried out with 
circumspection. 

—LeRoy Long. 


Trauma of the Thorax and Pulmonary Tuberculosis 
(Traumatisme du Thorax et Tuberculose Pulmon- 
aire). By N. M. Stoichitza, Bucharest, La Presse 
Medicale, June 30, 1934. 


The author takes the definite position that trauma 
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of the chest may be the exciting cause of the more 
or less rapid development of tuberculosis. 


It is believed that tuberculosis following trauma 
is a pretty rare condition. The statistics quoted by 
the author vary a good deal. For example, he quotes 
certain writers to the effect that trauma is the ex- 
citing cause in about 1 3-10 per cent of the cases 
of tuberculosis, but this is followed by the opinion 
of Pilod who believes that the per cent is much 
lower, it being estimated as about 1-100 per cent. 


It is not believed that the development of pulmon- 
ary tuberculosis is very often excited by penetrating 
wounds, most of the cases following severe contusion 
of the chest. This is the opinion of Professor Ser- 
gent who made some investigations dating from 1916, 
and the conclusions of Sergent are supported by the 
work of Ribadeau-Dumas, Devic, Cordier, L. Bernard 
and Mantoux. 


In 1929 Pilod reported the case of an aviator who, 
following a severe contusion of the chest in an ac- 
cident, had hemoptysis, and several months there- 
after there was a frank pulmonary tuberculosis. 


It is remarked that the beginning of pulmonary tu- 
berculosis after an injury may be characterized by 
hemoptysis, pneumonia, or pleurisy, but it has been 
the common observation that there is practically al- 
ways hemoptysis, regardless of the subsequent path- 
ology. 


It is the conclusion of the author, and those in- 
vestigators quoted by him, that in practically all the 
cases there is a latent tuberculosis before the trauma, 
the trauma furnishing a field for the development 
of germs theretofore confined in a clinically healed 
area. 


In the average case, the clinical signs of tubercu- 
losis appear between three and six months after the 
trauma, and in the average case the evolution is rapid 
and grave. It is not believed that a tuberculosis 
which develops as long as a year after a trauma is 
often, if ever, associated with the trauma. 


In support of the thesis of the author, the case 
of a laborer 57 years of age is reported. He was 
seen a few days after an accident when he was struck 
by a heavy piece of wood below the left clavicle. 
The blow was so heavy that he was knocked down, 
and there was immediate hemoptysis. He came for 
examination because of persistent pain, and he was 
anxious to know whether there had been fracture 
of the ribs. A physical examination disclosed only 
the signs of a chronic bronchitis with a certain de- 
gree of emphysema. 


An x-ray examination was made. It did not show 
any evidence of fracture. Incidentally, there was a 
good negative of the lungs which presented the x-ray 
findings common at his age—that is, a little thicken- 
ing about the hilus with some calcified nodules and 
the accentuation of the general net work. Notwith- 
standing these findings, there was continuation of 
thoracic pain and progressive loss of weight and 
strength. Six or eight months later there was both 
physical and x-ray evidence of progressive tuberculo- 
sis involving the left lung. Numerous bacilli were 
found in the sputum. He was sent to a sanitorium 
where it was advised that an artificial pneumothorax 
be employed. The patient refused. The condition 
became progressively worse, and in about seventeen 
months after the injury there was death following 
a frightful hemoptysis. 


Another case is reported of a house man (garcon 
de Salle), 44 years of age. There was a history of 
a penetrating wound, by a knife, immediately be- 








low the left clavicle ten months before. The rec- 
ords showed that the wound had healed, and that 
an examination at that time, including an x-ray ex- 
amination of the chest, did not show any evidence 
of pulmonary disease. According to the history there 
was an hemoptysis that lasted for four days after 
the injury, and the patient never did feel well after- 
wards. He began to cough in about six months after 
the injury, lost the appetite, and rapidly reduced in 
weight and strength. He had been seen by another 
physician about that time, and a diagnosis of pul- 
monary tuberculosis, left lung, was made. The phy- 
sical and x-ray findings were characteristic, and the 
sputum contained many bacilli. At the time of this 
report, there was slight improvement in the condition 
of the patient. 


In his argument, the author emphasizes the fact 
that both these patients were perfectly well before 
the injuries. 


Comments: Professor Gosselin has explained the 
mechanism through which there may be rupture of 
the lung without fracture of the skeletal structures. 
Through an involuntary effort the glottis is closed 
at the time there is a blow upon the chest, thus in- 
creasing the pressure on the inside of the lungs. In 
the case of a person under thirty or thirty-five years 
of age, the tibs are elastic, so that there might be 
great damage of the lungs without fracture of the 
ribs. However, as pointed out by Gosselin, it is not 
common for a severe injury of the lungs to take place 
as a result of a severe contusion, without fracture 
of the ribs, in older persons. 


The first case reported by the author seems to 
be quite convincing, except for the fact that the pa- 
tient was 57 years of age. The assumption that there 
might have been an injury of the lungs sufficient to 
produce a severe hemoptysis, without fracture of the 
ribs, is hardly reasonable, for the reason that the 
ribs have relatively little elasticity at 57 years of age. 

At the same time, I consider this an important con- 
tribution, because it is well known that the bacilli 
of tuberculosis may remain dormant in scar tissue 
for many years, and that they may become active if 
the scar tissue is damaged. I have observed this on 
several occasions in connection with the manipula- 
tion of a healed tuberculosis of the hip or knee, such 
manipulation being frequently followed by a reac- 
tivation of the tubercle bacilli. 

—LeRoy Long. 
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L. J. MOORMAN 
The Incidence of Tuberculosis Infection Among Chil- 
dren in New York City. Godias J. Drolet. The 

American Review of Tuberculosis, July, 1934. 

In reviewing the data compiled from clinical exami- 
nations of nearly fifteen thousand children, made over 
a period of three years, the author is able to conclude 
that the incidence of tuberculosis in children in large 
cities is markedly decreased when compared to inci- 
dence a generation ago. A further bit of optimism 
is his demonstration that beside this lessened incidence 
of infection, there is a tremendous lessened incidence 
of mortality. 

These statistics are considered from every possible 
angle, and the frequency of infection of the varying 
age groups, sex groups, racial groups, and groups of 

















children with known and unknown exposures, is re- 
ported in great detail. 


It is shown that in New York, as in Chicago and 
Detroit, that in the entire mass of children examined 
by tuberculin and roentgenological tests, only 13.7 
per cent were found to have positive infections. Of 
these, 4.3 per cent of the babies under one; 9.3 per 
cent of all those under five years; 19.1 per cent of 
those from five to ten; and 29.2 per cent of those 
from ten to fifteen years, were infected. 


No appreciable difference between the sexes could be 
distinguished, but racial differences were pronounced. 
The negro children not only showed an incidence of 
infection more than double that of the white, but 
their mortality rate trebled and quadrupled the death 
_ rate of the white children. It was shown that there 
could be little real difference in the exposures of the 
two races, and hence this widely varying finding must 
be accounted for by some inherent difference in the 
races. 


History of contact made a decided difference in the 
number of positives found when testing a group. This 
variation was most marked in the younger children, 
when, of course, intimacy of home contact is greater 
and going about more limited. Seasonal influence 
made little difference in determining the incidence of 
tuberculosis, but the mortality is much higher in the 
late winter. 


In considering the mortality, it was found that an 
annual average of 354 deaths from tuberculosis among 
all children under fifteen occurred in New York City 
during the three year period of 1930-1932, a mortal- 
ity rate of 21 per 100,000. One-third of the deaths 
was of colored children, though that group is but 
one-twentieth of the total child population. The death 
rate of the colored children was ten times that of 
the white children. Among young children, the male 
mortality exceeds the female, and even with infection 
less frequent in early childhood than later, the high- 
est death rate occurs then. 


The author attributes the rapidly declining inci- 
dence of tuberculous infections among children to the 
increasingly effective control of home sources of tu- 
berculosis, especially in the city, where more than 
twelve thousand patients are rushed annually to tu- 
beculosis hospitals and sanatoria, whether they are 
bed cases or not. He concludes that instead of a 
universal infection of all persons who have attained 
twenty years of age, there are now more than two- 
thirds of young adults wholly free from the disease. 





The Lymphatic Reaction in Tuberculosis. Bruce K. 
Wiseman and Charles A. Doan. American Review 
of Tuberculosis, July, 1934. 


In this study an analysis of the qualitative changes 
occurring in the lymphocyte, which the authors be 
lieve to directly reflect the functional state of the lym- 
nee ie centers, has been applied to disease. Tu- 
rculosis has been chosen to furnish as the intial 
experimental and clinical test of this hypothesis. 


In the experimental studies, it has been possible to 
follow the entire natural history of this disease, and 
it was found that a varying efficiency in the response 
of the lymphatic tissues from time to time was re- 
flected by changes in the circulating lymphocytes, 
which in turn seemed to represent a very fair meas- 
ure of the adequacy of the general immunological 
reactions of the animal. 


A judicious interpretation of both qualitative and 
quantitative data is attempted in order to bring about 





the fullest understanding. A parallel series of clinical 
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patients were observed at the same time the animal 
experimentations were being carried out, and the data 
assembled from the two groups are carefully compar- 
ed and an attempt at correlation is made. 


In all these studies, the lymphatic response has 
been far more sensitive, and has preceded other evi- 
dence of a changed status in the disease than any 
other criterion thus far used. It may thus be of dis- 
tinct prognostic significance. Additional evidence is 
furnished in these studies of the direct part played by 
the lymphocyte in the cellular defense of the body 
against tuberculosis. 


It is pointed out by the authors that emphasis is 
to be placed upon repeated examinations in the same 
patient, with exquisite technical precision rather than 
a single casual observation, if the full significance of 
the procedure is to be recognized. 





The Role of Atelectasis in Pulmonary Tuberculosis. 
Barnet P. Stivelman. American Review of Tuber- 
culosis, July, 1934. 


The author demonstrates that contributory causes 
to the essential etiological factor in the production of 
actelectasis, namely, the complete obstruction of the 
respectively draining bronchus, are: 


1. Inflammatory processes in the larger or smaller 
bronchi, causing accumulation of viscid secretion, 
which interferes with normal function of the ciliated 
epithelium. 


2. Pain in the chest, or lower abdomen, which 
causes shallow respiration. 


3. Administration of narcotics to ease pain which 
abolishes the cough reflex, and so militates against 
adequate pulmonary ventilation and drainage. 


4. The prone position, which interferes with normal 
respiratory function. 


He further demonstrates that actelectasis in tuber- 
culosis is much more frequent than the literature 
would suggest, for in the case of tuberculosis there 
may be added to the above list the very common oc- 
currence of pneumothorax, either spontaneous or 
artificial. 


The author then discusses atelectasis under the 
headings of Acute Massive Atelectasis, which is rare 
except in profuse pulmonary hemmorhage; Chronic 
Massive Atelectasis, which is common in chronic in- 
active or benign tuberculosis of young persons, and is 
frequently associated with bronchiectasis; and Lobu- 
lar Actelectasis, which the author states to be the most 
prevalent and the least appreciated form. Of the last 
type, he says, the most favorable areas are the lower 
aspects of the upper lobes, anteriorly, and particular- 
ly on the right side. It is also frequently encounter- 
ed in the retrocardiac area, though it may occur at 
any place. In the latter position it is frequently mis- 
taken for a nonspecific infection of the lower lobe, 
and in the former for an exudate at the upper right 
interlobular area, or a pneumonic consolidation of 
tuberculous origin. 


Chronic Massive Actelectasis in Phthisis is most 
often confused with extensive unilateral pleuropul- 
monary fibrosis. Patients so affected may run a be- 
nign course, but, when dyspnea develops as a result 
of extensive mediastinal deflection, they can be ef- 
fectively treated with artificial pneumothorax. Con- 
fluent lobular atelectasis is said to occur very fre- 
quently and early in the course of the diséase, and 
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to encourage local fibrosis by producing a local tissue 
respiratory deficiency. 


The author entertains the theory that tubercle 
bacilli, being strictly anaerobic, are markedly attenu- 
ated when deprived of an adequate amount of oxygen. 
Lobular atelectasis by impairing the local circulation, 
materially diminishes the available oxygen supply in 
the area involved and so adversely affects the growth 
of the tubercle bacilli. 


To the fact that all forms of atelectasis are seen 
in lungs treated with artificial pneumothorax is attri- 
buted the rapid fibrosis of lesions under collapse 
therapy. 





C. E. BRADLEY 


Nasal Sinus Disease in Children. L. W. Dean, M.D., 
St. Louis, Mo. Southern Medical Journal, Vol. 27, 
No. B., May, 1934, Pages 418-421. 


Infections of the nasal sinuses in children are of 
great importance in pediatrics. In almost every in- 
stance in which infection of the tonsils plays an im- 
portant part in systemic disease, the condition of the 
nasal sinuses must be taken into consideration. Chil- 
dren with arthritis or heart disease who receive no 
benefit following a tonsillectomy, should be exam- 
ined for infection in the nasal sinuses. 

It is difficult to examine the nasal sinuses in chil- 
dren without an anesthetic. The x-ray is not a def- 
inite procedure although it tells whether or not the 
sinus is present or if it is of sufficient size to be of 
clinical importance. A blurred sinus on the x-ray 
plate, together with the presence of inflammation 
about the ostium of the sinus or in the pharnyx would 
suggest infection. 


An important procedure in diagnosis is a bacteri- 
ological and a cytological study of the nasal dis- 
charge taken from the ostium of the sinus. The 
presence of eosinophils in this discharge suggests al- 
lergic rhinitis. A predominence of polymorphomu- 
clear neutrophils indicates infection. 


Many cases of asthma who have sinuses examined 
get relief only after the chronic sinuses are treated. 


Chronic sinusitis is often associated with malnu- 
trition, bronchiectases, Still's disease, pyelitis, neph- 
ritis, lung abscesses, diphtheria carriers, headgches, and 
frequent colds. 


The first step in the treatment of nasal sinus in- 
fection is to remove the cause. Infected lymphoid 
tissue must be removed from the naso pharynx. Al- 
lergic conditions must be ruled out and corrected. 
Endocrine disturbances have to kz considered. Hy- 
gienic, dietary and sunshine therapy should be car- 
ried out. Operative work on the sinuses in children 
is not often indicated unless a systemic condition in- 
dicates haste in the eradication of the infection. In 
children under ten years of age it is rare to con- 
sider the sphenoidal or the frontal sinuses. Not in 
more than one out of a hundred cases is it necessary 
surgically to attack the ethymoidal labyrinth and this 
should be done only when there is osteomyelitis 
present. 


In 99 per cent of children with chronic nasal si- 
nus infection and systemic complications, the sur- 
gical procedures in the nose are limited to the re- 
moval of obstructing lesions and to making a very 
small window in the nasal wall of the maxillary 
sinus for ventilation and drainage. 





Sinus Thrombosis and Thrombophlebitis Complicat- 
ing Mastoiditis: Case Reports. E. G. Gill, M-D., 


F.A.C.S., Roanoke, Va. Southern Medical Journal, 
Vol. 27, No. 8, August, 1934, Pages 718-728. 


Sinus thrombosis is the most common of the intra- 
cranial complications of the inner ear and mastoid 
infections, and because it does not always follow the 
course outlined in text books is particularly inter- 
esting. 

When there is a rise in temperature accompanied 
by a rise in lymphocytes in a Reote mastoid infec- 
tion when other systemic conditions have been ruled 
out, it may generally be considered that the infection 
has reached the blood stream. Blood cultures should 
be taken every twenty-four hours, preferably before 
the chill and rise in temperature. About 75 per cent 
of the cases should give a positive blood culture. 
However, a positive or negative culture should never 
be the sole determining factor in surgical manage- 
ment of a suspected case. 


A daily blood study is of great value in tracing 
the course of infection and indicating the advisable 
times for transfusions. Usually the leucocyte count 
parallels the severity of the infection. Absence of 
eosinophils indicates a severe systemic infection, and 
their return is often the earliest favorable sign. 


Bacteriological study of drainage from the mas- 
toid, urine, and spinal fluid, as well as of the blood, 
should be made. Streptoccoccus hemolyticus seems 
to be most frequently the organism involved. 


Medical and surgical treatment may both be ef- 
fectively used depending upon the case. Transfusion 
of whole blood frequently and in small amounts is 
probably the most effective medical treatment. Gen- 
erally if the hemoglobin content is 60 per cent or 
below transfusion is indicated. Antistreptococcus se- 
rum and mercurochrome have not been effective in 
the treatment of our cases. Small doses of neo- 
a mine given at weekly intervals have seemed 
beneficial, and the intravenous administration of saline 
and glucose is often helfpul. 


Surgical treatment consists of removing the pri- 
mary focus of infection by mastoidectomy; preven- 
tion of the spread of the infection by the drainage 
of the vein involved; and treatment of any metastasis. 
Our policy is to open the sinus for about an inch, 
and to drain (never using metalic drainage tubes), 
and to pack for two or three days only. 


Prognosis depends upon the effectiveness of the 
surgical treatment, the timeliness of the medical treat- 
ment, together with careful postoperative observa- 
tion, avoidance of over-exertion, exposure to cold, 
and general hygienic measures. Death may result from 
emboli in the lungs or elsewhere, meningitis, pneu- 
monia, and general toxemia. 


The cases cited were of school children under nine 
years of age—all w.ch streptococcus hemolyticus in- 
fections. They received a combination of surgical 
and medical treatment, and all except one recovered. 





Sensitivity to Fungi in Infantile “Eczema.” Lewis 
Webb Hill, M.D., Boston, Mass. American Medi- 
cal Journal, Vol. 103, No. 5, Pages 331-334. 

There are many factors in etiology in so-called 
“Infantile Eczema” and there is no clear understand- 
ing of the disease. In the past few years fungi have 
been mentioned more as the causative factor in many 
skin diseases. 


Monilia aibicans is frequently found associated 
with deep crusty and scaley type of skin lesions in- 
volving the trunk, inner sides of thighs and scalp 
in a high per of cases of infantile eczema, 
and when an intradermal injection of 1-10 cc. of a 
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1-100 dilution of an extract of a pathogenic strain 
of monilia albicans causes an area of induration and 
redness similar to the positive reaction in the tu- 
berculin test, after forty-eight hours, you can be 
quite certain that the fungi is the exciting agent. 


If the reaction is positive the treatment is quite 
different than that due to food allery and other un- 
known causes, hence all cases of eczema should be 
given the monilia albicans intradermal test. 


It is a very easy and simple procedure. The reac- 
tion occurs forty-eight hours following the injection 
and remains several days. 





Thymic Dangers. Roy E. de la Houssaye, M.D., New 
Orleans, La. Southern Medical Journal, Vol. 27, 
No. 8, August, 1934, Pages 694-698. 


The thymus gland at times constitutes a real dan- 
ger to the infant, and should receive prompt treat- 
ment. 


The gland arises from the third bronchial pouch, 
and lies in a compartment of the cervical fascia of 
the mediastium. It is a lymphoid structure which 
gradually disappears, and its function is very obscure. 


Several case histories of children who developed 
symptoms associated with an enlarged thymus, such 
as cyanosis, head retraction, dyspnea, and syncope, 
demonstrate that enlarged thymus glands may be a 
definite menace. Roentgenograms showed enlarged 
thymus glands in each of these cases and they re- 
sponded satisfactorily to Roentgen ray and radium 
therapy. 


Each of these types of treatment has its dangers. 
It is difficult to administer Roentgen ray because 
it is difficult to hold the child in an exact position. 
Administering the ray to the wrong area would be 
useless and often dangerous. Radium therapy should 
be used only by those thoroughly familiar with it. 
A slight deviation in the distance from the skin 
makes a great difference in the dosage and effect 
of the element. However those who have used both 
Roentgen ray and radium prefer the latter because 
in competent hands it can be administered effectively 
without pain or alarm to the patient. 


Dr. Houssaye considers the term status lymphaticus 
comparable, if not inferior, to the old inquest ver- 
dict, “died by the visitation of God,” and prefers 
“cause unknown” as an explanation of death to a 
term whose indentification is so unscientific. 





HUGH JETER 


Mercury Poisoning. S. M. Rosenthal, M.D., Wash- 
ington, D. C. J. A. M. A., Vol. 102, No. 16, P. 
1274. 


“It has thus been established that: (1) Sulphoxylate 
is a compound of low toxicity that can persist in 
the body for several hours after intravenous injec- 
tion, in concentrations that confer on the blood the 
ability to reduce corrosive mercuric chloride to in- 
soluble mercurous compounds, which are known to 
be considerably less toxic; (2) when injected in- 
travenously the major part of the sulphoxylate is ex- 
creted in the urine within a few hours, which means 
that high concentrations are reached in the kidneys; 
(3) following oral administration in sufficient quan- 
tities sulphoxylate can persist throughout the gastro- 
intestinal tract so that it can render local protection 
and also reduce to insoluble compounds any unab- 
sorbed mercury that may be present; (4) a high _ 
centage of dogs can be saved from a fatal oral dose 
of corrosive mercuric chloride and can be protected 
against renal injury if oral and intravenous therapy 


is given within an hour and a half after the poison- 
ing. 

“I have had occasion to administer this therapy in 
ten cases of corrosive mercuric chloride poisoning in 
human beings. The results have been confirmatory 
of the experimental observations and justify a re- 
port at this time in order that this therapy may be 
given wide spread clinical trial.” 


Comment: This comparatively inexpensive drug 
(sodium formaldehyde sulphoxylate) is available and 
seems deserving of a clinical trial as suggested by 
the author. As a strong reducing agent it is supposed 
to reduce corrosive mercuric chloride into insoluble 
and less toxic mercurous salts and to metallic mercury. 
The low toxicity of the drug seems to be satisfac- 
torily established. 





Small Intestinal Intubation: Experiences with a Doub- 
le-Lumened Tube. T. Grier Miller, M.D., F.A.C.P., 
and W. Osler Abbott, M.D. Annals of Internal 
Medicine, July, 1934. 


“Several workers have accomplished small intes- 
tinal intubation in man. McClendon and his asso- 
ciates, in 1920, reported on the hydrogen ion concen- 
tration of the contents aspirated from two subjects, 
but their technic required four days for the tube to 
reach a level at most four or five feet below the 
pylorus. None of their methods has led to extensive 
investigation or important results. Recently, how- 
ever, we have developed a technic that seems prac- 
tical, and that, we believe, may eventually be applied 
in a more or less routine fashion. 


“We have introduced the tube into the small in- 
testine for a distance of 100 cm. or more in seventy- 
five persons, doing in all more than 100 intubations. 
At first we failed in about 50 per cent of the at- 
tempts, due chiefly to inability to traverse the py- 
lorus within a reasonable time, but, since using the 
Morgenstern technic, have been successful in fully 
80 per cent. In no instance with the balloon de- 
flated, have we had any difficulty in removing the 
tube by mouth. Some of the subjects have been ward 
or out-patients; others, unemployed individuals to 
whom we paid small fees. 


“Thus we have referred to various experiences with 
a new method of studying the secretory and motor 
functions of the human small intestine to indicate 
the value of the technic, and have presented certain 
data that confirm results obtained previously only 
by animal experimentation. It is believed that fur- 
ther experience will lead to simplification of the 
technic, making it available eventually for the study 
of pathologic conditions of the small bowel.” 


Comment: These investigators have used a double- 
lumened tube capable of being visualized by the x-ray, 
and which will furnish evidence of motor and con- 
temporary chemical function. The fact that the entire 
extent of the small intestine of the human can be thus 
studied, surely will yield valuable information, as to 
normal as well as pathologicial function of the in- 
testinal tract. 





Carcinoma of the Pancreas. Ford K. Kick, M.D., and 
Harold M. Mortimer, M.D., Chicago, Ill. J. of 
Laboratory and Clinical Medicine, Vol. 19, July, 
1934, No. 10. 


“In an attempt to determine the frequency and 
symptomatology of carcinoma of the pancreas we 
have reviewed fifty cases proved at autopsy, seen 
during the period how January 1, 1925, to January 
1, 1933. The records are from the Cook County 
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Hospital, and a smaller number are from the Re- 
search and Educational —— The majority of the 
autopsies were performed by Dr. R. J. Jaffe, path- 
ologist at the Cook County Hospital. Clinically diag- 
nosed cases, even those confirmed by laparotomy but 
not proved by necropsy, are omitted because of the 
great difficulties in diagnosis. Metastatic carcinoma 
of the pancreas is not mentioned. 


“1. Primary carcinoma of the pancreas comprises 
5.3 per cent of all carcinomas. It occurs one-fourth 
as frequently as carcinoma of the stomach. 


"2. Carcinoma of the body and tail is as common 
as carcinoma of the head of the gland. 


"3. The most frequent symptoms of carcinoma of 
the pancreas are pain, weight loss, anorexia, jaun- 
dice, and nausea with vomiting. Diarrhoea is quite 
rare. 


“4. Carcinoma of the head of the pancreas pro- 
duces in three-fourths of the cases a progressively in- 
tense, moderately painful jaundice due to obstruc- 
tion of the common bile duct. This cannot be dif- 
ferentiated from carcinoma of the biliary passages, 
a much more common lesion. 


"5. Carcinoma of the body or tail of the pancreas 
may be a presumptive diagnosis in the patient who 
is suspected of having an intra-abdominal malignancy 
and who presents boring epigastric and upper lumbar 
pain partly relieved by postural changes, provided 
that no other primary tumor can be demonstrated. 
The presence of diabetes further supports this diag- 
nosis. 


“6. The early occurrence of widespread metastases 
and the rapid progress of the disease make the treat- 
ment purely palliative.” 


This is an interesting study of pancreatic carcino- 
mata. G. Gordan Taylor of London, England, in the 
Annals of Surgery, July, 1934, also makes an inter- 
esting report on the surgery of cancer of the pan- 
creas and reports a case which was satisfactorily op- 
erated. 


The University Hospital of Oklahoma City, Ok- 
lahoma, has from July, 1921, to July, 1934, had 1343 
carcinoma cases, of which forty-four cases or 3.28 per 
cent were thought to be primary in the pancreas. 


“> 
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DISEASES OF THE EYE FOR STUDENTS AND 
GENERAL PRACTITIONER: By Charles H. May, 
M.D., Director and Attending Surgeon, Eye Service, 
Bellevue Hospital, New York, 1916 to 1926; Con- 
sulting Ophthalmologist to the Mt. Sinai Hospital, 
to Bellevue Hospital, to the French Hospital, New 
York, and to the Monmouth Memorial Hospital; 
formerly Chief of Clinic and Instructor in Ophthal- 
mology, College of Physicians and Surgeons Medical 
Department, Columbia University, New York. Four- 
teenth Edition, Revised. 376 Original Illustrations, 
including 25 Plates, with 78 Colored Figures. Wil- 
liam Wood & Company, Baltimore, Md., 1934. Price 
$4.00, Cloth. 
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DISEASES PECULIAR TO CIVILIZED MAN, 
Clinical Management and Surgical Treatment: By 
George Crile, M.D. Edited by Amy Rowland. The 
Macmillan Company, New York, 1934. 





THE DANGEROUS AGE IN MEN: A Treatise 





on the Prostate Gland: By Chester Tilton Stone, M.D. 
The Macmillan Company, New York, 1934. 





THE SURGICAL CLINICS OF NORTH AMER- 
ICA: Chicago Number, Volume 14, Number 4, Au- 
gust, 1934. W. B. Saunders Company, Philadelphia. 





SURGERY OF A GENERAL PRACTICE: By Ar- 
thur E. Hertzler, M.D., Chief Surgeon, Halstead Hos- 
pital; Professor of Surgery, University of Kansas, 
and Victor E. Chesky, M.D., Chief Resident Surgeon, 
Halstead, Kansas. 472 Illustrations. Cloth $10.00. C. 
V. Mosby Company, St. Louis, 1934. 





MODERN CLINICAL SYPHILOLOGY: By John 
H. Stokes, M.D., Duhring Professor of Dermatology 
and Syphilology, University of Pennsylvania; Mem- 
ber, Commission on Syphilis and Cognate Diseases, 
League of Nations Health Organization. Second Ed- 
ition, Revised & Entirely Reset. 1400 pages with 973 
illustrations and Text Figures. Philadelphia and Lon- 
don: W. B. Saunders Company, 1934. Cloth $12.00 
net. 





A PRIMER FOR DIABETIC PATIENTS. A Brief 
Outline of the Treatment of Diabetes with Diet and 
Insulin, Including Directions and Charts for the Use 
of Physicians in Planning Diet Prescriptions: By Rus- 
sell M. Wilder, M.D., Professor and Chief of the 
Department of Medicine of the Mayo Foundation, 
University of Minnesota; Head of Section on Gen- 
eral Metabolism, Division of Medicine, the Mayo 
Clinic. Fifth Edition, Reset. 172 pages. Philadelphia 
and London: W. B. Saunders Company, 1934. Cloth, 
$1.75 net. 





SPINAL ANESTHESIA, Technic and Clinical Ap- 
plication: By George Rudolph Vehrs, M.D., Salem, 
Oregon. Illustrated. The C. V. Mosby Company, St. 
Louis, 1934. Price $5.00. 


A TEXTBOOK OF GYNECOLOGY: By Arthur 
Hale Curtis, M.D., Professor and Head of the De- 
partment of Obstetrics and Gynecopoly, Northwest- 
ern University Medical School; Chief of Staff and 
Chief of the Gynecological Service, Passavant Me- 
morial Hospital, Chicago. Second Edition, Reset. 493 
pages with 4300 original illustrations, Chiefly by Tom 
Jones. Philadelphia and London: W. B. Saunders 
Company, 1934. Cloth, $6.00 net. 





A TEXT-BOOK OF HISTOLOGY: By Alexander 
A. Maximow, Late Professor of Anatomy, University 
of Chicago, and William Bloom, Associate Professor 
of Anatomy, University of Chicago. Completely re- 
vised with 662 pages with 530 illustrations, some 
in colors. Philadelphia and London: W. B. Saunders 
Company, 1934. Cloth, $7.00 net. 
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THE MODERN PHYSICIAN SURVEYS THE 
ECONOMIC CHANGES 








Today the age-old and venerable profession is con- 
fronted by myriads of problems and changes in econ- 
omies. Many physicians are now faced with a new 
trend in economic pressure that has been brought 
about by the telephone, automobile, radio and the 
industrial age with complicated machinery. The 
world-wide depression has so wounded the standard 
of living of the doctor that it will take many years 
to heal. 


Some of the existing conditions which have un- 
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derminded the doctor's income at present are as fol- 
lows: Private business corporations use as their key- 
word to the doctor, when solicited, that their pro- 
ducts are only advertised to the practicing physician. 
After the commercial products have been popularized 
through the medical man’s prescriptions, the prom- 
ises of these money making corporations are forgot- 
ten. Subsequently, these companies begin advertis- 
ing campaigns over the radios and, by a series of 
advertisements in all sorts of periodicals, never for- 
getting to mention that the medical profession encour- 
ages its use. The city physician has developed a 
poor habit of writing patent medicines because it 
helps him to save time by not having to calculate 
the dosage of all the ingredients. Patients, however, 
rapidly lose confidence in such practices and soon 
they learn to ask for such medications over the coun- 
ter of the drug store. Then we have the unscrupul- 
ous advertisers over the radio through which chan- 
nels much incorrect information is given to the pub- 
lic by quacks who either run their own clinics or 
are highly paid by commercial enterprises. 

The ‘The physician, | as a rule volunteers without charge 


to treat deserving poor patients in dispensaries, but 
the hospitals, however, do not have adequate social 
service assistance to investigate those who do not 
deserve charity. Nevertheless, there is unfairness on 
the part of a good number of hospitals in not pro- 
tecting the physician's economic status. 


At times the medical profession is exploited by 
several small private incompetent health insurance 
companies which work on a basis of profit. The 
companies of varied sources offer doctors very small 
annual fees and in return large numbers of families 
are attended by the overworked and underpaid poor 
physician who usually does very inferior type of 
work because of the tremendous amount of petty re- 
sponsibilities. Also, there are numerous societies, 
lodges and endless benevolent and fraternal organ- 
izations which work on the very same principles and 
the helpless doctors fall for such insignificant tac- 
tics. There are numerous other causes which lim- 
ited space does not permit the writer to mention 
at this time. 


There are various groups and cults taking advant- 





REPORT OF EXAMINATION FOR 


LICENSES TO PRACTICE MEDICINE 


Examination held at State Capitol, Oklahoma City, June 6th and 7th, 1934. The 





following applicants passed : 



































| Year | Schoot of | Ye8F of |Home Add 
. reas or 
ame of Place of Birth | Grade- | 
N | wireh Graduation =| ‘“Stion | Previous Location 

] } | i 
Mishler, Donald Lloyd 1904 |Centerville, I. Listie, Penn. 1929 |/Tulsa, Okla. 
Morgan, Wm. Gregory 1901 |Bedford, Ky. Univ lowa 1927 |Holdenville, Okla 
Morris, Myron Louis 1888 |New York, N. Y. |Univ of Louisville) 1913 |Hugo, Okla. 
West, Charles I. Jr., (Col.) — Washington, D. C| Bellevue Hos Med) 1933 |Tulsa, Okla, 
Coz, C PF. | 1873 Ft. Blackman, Va.;.Howard Univ |Ninnekah, Okla 
*Coppedge, Orville N. 1902 Jennings, Okla. Louisville Med. Bristow, Okla. 
*Jobe, Virgil Ro 1902 Lincoln, Ark. Univ. of Okla. |Muskogee, Okla. 
*Reed, Kar! Asbury 1902 Guthrie, Okla. Univ. of Okla. |Okla. City. 
*Shiflet, Albert Woods 1906 Lebanon, Mo. Univ. of Okla. |Okla, City. 
*Bard, Thomas John 1910 |Merkel, Tex. Univ. of Okla. | Norman, Okla. 
*Sturm, Charles Edward 1905 Marysville, Mo. Univ. of Okla. \Okla. City 
*Tisdal, Wm. Charles. 1907 Cordell, Okla. Creighton Univ. | |Elk City, Okla 
*Angus, Donald Adelbert | 1907 Lawton, Okla. jUniv. of Okla. \Okla. City 
*Curb, Delos Griffith | 1897 Leon, Okla Univ. of Okla. lOkla. City 
*Craft, Wilma | 1908 Vermont, Il. Univ. of Okla. | iOkla. City 
*Funk, Gustavus DeLana 1904 Maryville, Mo iUniv. of Okla | |i Reno, Okla 
*Haynie, Weldon Geiller 1907 Aylesworth, Okla.|Univ. of Okla. iDurant, Okla, 
*Perry, Fred Thomas 1908 Texas |Univ. of Okla. \Okla. City 
*Rogers, Galen Alonzo 1906 Waynoka, Okla. Univ. of Okla. i\Nicoma Park, Ok 
*Traverse, Clifford A. 1908 Byron, Okla. Univ. of Okla. Okla. City 
*Watson, Price Thorne — Erick, Okla. Univ. of Okla. | |Blair, Okla 
*Huggins, James Richard 1904 Chickasha, Okla. |Univ. of Okla |\Okla. City 
*Hackler, Harold Waton 1906 Westville, Okla. |Univ. of Okla. |Pryor, Okla 
*Bailey, Carl H. 1909 Ft. Worth, Tex. Univ. of Okla. Okla. City 
*Hoover, Wilkie Dee 1908 Wynnewood, Ok. |Univ. of Okla. | Tulsa, Okla 
*Luton, James Polk 1907 Lindsay, Okla Univ. of Okla. | Okla. City 
*Parsons, Orval Loewen | 1907 Enid, Okla. Univ. of Okla. |\Okla. City 
*Ray, Raymond Gerald | 1907 Downs, Kans. | Univ. of Okla. | Tulsa Okla 
*Smithson, Carl Bryan 1896 Alva, Okla, iUniv. of Okla | Okla, City 
*Lambke, Phil Milam | — | Byron, Okla. | Univ. of Okla. |Okla, - City 
*Reed, Charles Wesley | 1909 |}Okla. | Univ. of Okla. Okla, City 
*Edgar, Cecil Carl | 1904 Canute, Okla. Univ. of Okla. St. Joseph, Mo 
*Speed, Henry K. Jr., 1909 Sayre, Okla. Baylor Univ. iSayre, Okla 
*Fryer, Samuel Richard | 1910 Muskogee, Okla. |Univ. of Okla. Okla. City 
*Eads, Chas. H . | 1903 Mt. Carbon, W. V.jUniv. of Okla. /Tulsa, Okla. 
*Butts, Imogene 1909 Holdenville, Ok. Univ. of Okla. |Holdenville, Okla 
*House, Rex Clayton 1909 Carnegie, Okla. | Univ. of Okla. Okla City 
*Messenbaugh, Joseph Fife 1911 Okla. City | Univ. of Okla. \Okla. City 
*Ford, Harry Cummings | 1908 Middletown, Mo Univ. of Okla. iTulsa, Okla 
*Sturgeon, H. Violet 1908 Hennessey, Okla | Univ. of Okla, |Okla City 
*Russell, Lum Elbert 1910 Cyril, Okla. iUniv. of Okla. j)Okla. City 
*King, Everett Giddings 1910 Colony, Okla. | Univ. of Okla Duncan, Okla 
*Ruth, Weldon Kenneth | 1909 Okeene, Okla. | Univ. of Okla, lOkeene, Okla. 
Ingles, Anson Benjamin 1875 Navajo, Ariz. |Kansas City Mea | |\Globe, Ariz 
Bynum, Wm. Turner | 1910 Okla. City Northwestern |Okla. City 
DeMotte, Mary Alice T. | 1902 | Phillipsburg, Washington Univ.) Okla 
DeMotte, John Allan 1904 Kans. |Washington Univ.) Ponea City: Okla 
Hetherington, Lioyd P. 1903 4 Mo. |Univ. of Neb. Pawnee kla 
Mall, Werner Walter 1905 Atwood, Kan. |Univ. of Neb. Ponea City, Okla. 
Paulson, Alvin Winfred 1907 Clay Center, Kan.)Washington Univ.) Clinton, Okla. 
Shorbe, Howard Bruce 1909 Dill Rapid, S. D. | Northwestern |Okla, City 
*Peter, Maurice Lyle —— Coalgate, Okla. Univ. of Okla. |Okla, City 
*Darrough, James Breese | 1910 Oxford, Kan. | Univ. of Okla. Vinita, Okla. 
*MacLeod, Sherburne 1906 Vinita, Okla. }\Univ. of Okla, | Hooker, Okla. 
Kreger, Glenn Smith 1909 May, Okla. ae of Penn. | ‘ste Okla 











*Those who took the examination in 1933, but license not issued until internship was completed. 








348 


age of the doctors’ lack of interest in the welfare 
of the medical profession, and so these strings of 
cults are constantly exploiting humans in their mis- 
ery for their financial gain. The medical societies 
are weak without the individual physician's inter- 
est and understanding, as there must be concerted 
effort on the part of the medical profession to help 
solve these problems rather than allow those who 
are out of the profession to dictate what ought to 
be done. 


Since there is an approach to an oversupply of 
physicians in this country, there should be proposed 
a moratorium by the American medical schools which 
will aid in the equalization of distribution of phy- 
sicians. Dispensaries should be put out of business 
if they are of a commercial nature; which can be 
done by having a state law passed prohibiting com- 
mercial dispensaries from making a charge to use 
clinics or medicines. A specialist or general prac- 
titioner should never use patent medicines for pre- 
scribing. There are too many age-old, useful drugs 
in the materia medica and pharmacology textbooks; 
students now at medical schools should be admon- 
ished against the evil practice of patent drugs. The 
druggists and the physicians should have mutual un- 
derstandings aud never infringe upon each others’ 
fields. Cheap contract lodge practice, either on a 
small or large scale, is a pernicious, destructive eco- 
nomic force and should not be tolerated by medical 
societies. In short, the art of medicine has been 
constructed on basic principies of truth for which 
men in the past century have fought valiantly. We, 
too, must try and uphold those very fine principles 
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and ethics which help to make our profession stand 
out characteristically from all the rest. 


—M. Martyn Kafka, M.D. 


(Reprint from New York Medical Week, March 
3, 1934.) 





SERIOUS ARSPHENAMINE REACTIONS WITH 


REFERENCE TO THEIR PREVENTION: 
REPORT OF SIX CASES 





Maxwell Scarf, Philadelphia (Journal A. M. A., 
June 30, 1934), reports six cases of serious arsphena- 
mine reactions, in one of which aplastic anemia de- 
veloped under neoarsphenamine therapy when two 
injections were given after purpura appeared. In one 
of two cases of hepatitis, one injection of neoar- 
sphenamine was given after the patient complained 
of itching. Hemorrhagic encephalitis occurred as a 
complication in a case of gonorrheal arthritis with 
a negative Wassermann reaction in which two doses 
of neoarsphenamine were given in increasing doses, 
although an eruption followed the first dose. In a 
case of aneurysm of the aorta, rupture followed 
neoarsphenamine therapy, which was too vigorous and 
not preceded by a preparatory course of the milder 
anti-syphilitic drugs. A case of transverse myelitis, 
due to a rare and usually fatal form of Herxheimer 
reaction, terminated in complete recovery. From these 
reactions the author concludes that a large proportion 
of fatal or disabling reactions may be prevented by 
a careful evaluation of symptoms and signs as they 
appear in syphilitic patients under treatment with the 
arsphenamines. 








The Selection of a 
Physician 


The selection of a physician for an operation 
or as a family doctor, is usually made with 
some care. We consult those who have em- 
ployed physicians and are governed largely 
by their recommendations. But having 
selected a physician, we follow his advice. 
We trust him even to the extent of submitting 
to operations that may have serious results. 
The point is, we trust THE MAN WHO 
KNOWS. 


Now, doctor, the institutions and the firms 
advertised in this Journal were carefuily 
investigated before their announcements 
were printed here. The medical products 
were submitted to laboratory tests, before 
they were accepted by the Council on Phar- 
macy and Chemistry. 


On the same principle that patients trust you 
about matters with which you are informed, 
so your publishers urge you to trust their 
judgment and buy goods from the advertisers 
who are admitted to these pages. Other con- 
siderations being equal, you should give your 
advertiser PREFERENCE because you know 
they are believed to be trustworthy. Don’t 
speculate or experiment! Trust the AP- 
PROVED firms and goods! 














PRACTICAL TALKS 


—ON— 


HEART DISEASE 


By 


George L. Carlisle, M.D. 
Associate Professor of Clinical Medicine 
Baylor University 
Dallas 


This book shows the general practitioner that 
ninety per cent of abnormal hearts are easy to 
diagnose and treat properly. 


Every point brought out can be ascertained 
without the use of special instruments. 


Heart disease will be more easily dealt with by 
all who read this practical book. 


X+153 pages 


Springfield, Illinois 


$2.00 postpaid 

















